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THE MEDICAL ASPECT OF VENEREAL DISEASES. 
Curtis R. Day, M. D., Oklahoma City, Okla. 


Owing to the multiplicity of remedies for the relief of venereal diseases 
it is a very difficult problem to concisely present this subject. Some of 
the other members of the Association who present a part of this symposiuim 
can consider all the diseases of this class under one general head. but m 
order to be at all specific | must consider them separately 

Prior to the discovery of the etiological factors of these diseases it was 
the behef of many that gonorrhoea not properly treated became syphilis, 
and there was nothing said about chancroidal infections or other venereal 
diseases. Since Neisser discovered the diplococecus which produces gonor- 
rhoea such theories have been put to naught Just here some of the his 
tory of venereal diseases may be of more than passing interest. There is 


no doubt that venereal diseases were known over two thousand years ago, 


for we find in the early writings of Moses the statement as recorded in 
Exodus, 20th chapter, 5th verse ‘Visiting the iniquities of the parents 
upon the children unto the third and fourth generations.’’ King David in 


speaking of himself, in Psalms 6th chapter and 2nd verse, said: 

‘“‘Have merey on me, Oh Lord, for 1 am weak; Oh Lord, heal me, 
for my bones are vexed.’’ 

Later in his life, as recorded in the 31st Psalm and 10th verse, he said: 

‘*For my life is spent with grief, my years with sighing; my strength 
faileth because of mine iniquity and my bones are consumed.”’ 

In 2nd Samuel, 12th chapter, we have an account of King David 
killing Uriah and taking unto himself Uriah’s wife; that she gave birth 
to a child of David and because of the sins of David the child died on the 
7th day. We can with but little effort on the part of our imagination 
draw the conclusion that King David realized his condition in the earlier 
stages of syphilis and again during the tertiary manifestations of the 
disease, for he describes a condition which would lead us to believe that 
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he suffered from extosis, so well known to us today. Finally we are 
lead to believe that he was the father of a syphilitic child. In the study 
of the term ‘‘iniquity,’’ ‘‘sin’’ and ‘‘unclean,” as recorded in the Bible, 
we are prone to believe that ‘‘iniquity’’ and ‘‘unclean,’’ were synonomons 
to “‘a lack of virtue.’’ There is no doubt but what syphilis and leprosy 
were classed as one and the same disease at that time, and hence lepers 
were cast outside the gates of the city and passers by cried out ‘‘unclean! 
unclean!’’ Solomon gives us a very accurate account of the street walker, 
as recorded in the 7th chapter of Proverbs, and as a result of association 
with her it is recorded that the young man is infected as it were with a 
dart through his liver. What is more simple to conclude than that this 
young man had gumma of the liver. Coming down to the time of Christ 
we find an account of the man who was brought to Christ that his sight 
might be restored and the statement being made that ‘‘he had been blind 
from his youth up.’’ The disciples, realizing one of the causes of blindness, 
asked the question, ‘‘Who hath sinned, this man or his parents, that he 
was born blind?’’ Early European writers whose articles are to be found 
in today’s literature, would impress upon us that syphilis was carried to 
the old world by the returning sailors who with Columbus discovered 
America; that these sailors contracted the disease from the American In- 
dians. Those who hold to this theory are digging up the pottery of the 
ancient mound builder and from the form of some of these specimens 
draw the conclusion that this people realized that they were the victims 
to the ravages of venereal diseases. These theorists go so far as to state 
that the extermination of the mound builders was due to venereal diseases. 
Early Chinese writers describe a condition very much like what we know 
as venereal diseases of today. The fact that the gonococecus developed 
intracellular should at once convince us of the seriousness of this infection. 
The real location of their germination is never upon the surface but always 
beneath it. This fact is sufficient not only to account for the difficulties 
encountered in treating gonorrhoea but also to explain why and how it so 
often becomes systemic even at times in the earlier progress of the 
disease. Gonorrhoea is often spoken of as being in the acute or chronie 
stage. Let us rather consider the subject first, as an infection involving 
the urethra and adnexa; and second, an infection involving the system 
producing the well known condition of gonorrheal arthritis, and occasionally 
endocarditis. In the consideration of gonorrhoeal urethritis we may divide 
it into anterior infection, (that which involves the urethra anterior to the 
triangular ligament), and posterior, (that which involves the urethra pos- 
terior to the triangular ligament The anterior infection is not such a 
serious condition so long as it remains in the anterior urethra, since no 
important vital structures are found therein, but unfortunately this seldom 
occurs. When the posterior urethra is involved we must remember that 
herein are found the ducts to the prostate gland, the ejaculatory ducts 


and the sphincter opening into the bladder. Since the habitat of the gonoc- 
oceus is as previously mentioned we may expect very soon to find an in- 


volvement of the prostate gland, the vas deferens, vesiculae seminales, and 
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the bladder. The closing of the ejaculatory ducts very soon produces an 
inflation of the epididymis and the testicles. 


Just here let me say that many childless homes are the result of cases 
of gonorrhoea of this type wherein the infection has produced a permanent 
closing of the ejaculatory ducts. It must be remembered that gonorrhoea 
has the peculiarity of closing ducts at the site of first infection. Not 
only is this true with the ejaculatory ducts but with the fallopian tubes 
as well. When the prostate gland becomes infected minute areas often 
becomes closed for a considerable length of time and what appears to be a 
cured case recurs as a new infection. This is the class of cases that are 
the greatest source of danger, one peculiarity of such cases being that the 
rupture of one or more of these pus sacs and the discharge of the puns 
through the urethra does not reinfect it, but should one of these cases 
marry he will infect his wife who wil! in turn reinfect his urethra and the 
burden of the blame for this infection fall on the innocent party. In cases 
of this kind it is well to examine the man very carefully to ascertain the 
condition of his prostate gland. 


Opthalmia neonatorum must be remembered by the obstetrician, for this 


is more common than we might at first think, and the proper care of these 
unfortunate babies not only means much to them but also to an already 
overburdened citizenship. In the treatment of gonorrhoea as far as local 
applications are concerned it is necessary that any injection must have in 


addition to its antiseptic properties absorptiv: properties to a sufficient 


degree to permeate deep into the tissues or it will not be able to reach 
the offending organisms. Again we must remember that the action of the 
infection is prone to produce stricture, so our treatment must be such that 


it will prevent rather than augment such a condition Whenever the in- 
fection exists heyond the epithelial structure of the urethra I believe in 
the use of bacterins, and of all such preparations none have acted so well 
in my hands as the autogenous article. 

As a closing word about gonorrhoea, let me emphasize that it is a very 
severe infection and that up to the present time its treatment is very un- 
satisfactory. 

The chancroidal infection, while always a local condition never extend- 
ing farther than the adjacent lymphatic glands, is usually very destructive 
and while not of so severe a type as other venereal diseases requires prompt 
and radical treatment with such agents as formalin, carbolic acid or nitric 
acid, with free drainage of suppurating glands 

Venereal warts and herpes progenitalis are also loca] venereal infec- 
tions frequently to be met and dealt with 

In the consideration of syphilis we are confronted with one of the 
problems of the age. Unfortunately the laity, and I am sorry to say many 
of the medical profession, do not comprehend the seriousness of syphilis. 
This disease is among the most prevalent of our age. It is one that is 
filling our hospitals for the insane, our institutions for the feeble minded, 
and adding not a few to our penal institutions. The individual suffering 
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from hereditary syphilis in this or any other state is a reflection upon the 
law-makers, upon society, and last, but not least, upon the medical pro- 
fession. | feel that instead of a discussion of the treatment of syphilis 
that our time would be better spent in studying methods for its prevention. 
Ilere is where prophylaxis is far better than a cure. If | fail to impress 
you with but one point in this paper | trust that this will be the one re 
membered: Syphilis is not cured in three weeks or six months, but it 
requires far less time in which to contract the disease. | wil! admit that 
all manifestations of the disease can be eradicated in a very short time but 
this is not a cure. As soon as a diagnosis is made these patients should 
be told, and very pointedly at that: 
First, that a cure can be perfected 


Second, that it can not be accomplished short of from three to four 


The quacks and charlatans are pretending to secure syphilis cures in 
from three weeks to six months and it is up to the regular profession to 
cisabuse the mind of the public upon this point. In the discussion of the 
treatment of syphilis it has been said that Fracastor had the first word 
and that Ehrlich has had the last word about the treatment of syphilis 
In the writing of Fracastor, published in 1530, he gives a graphic desecrip- 
tion of the use of mercury in the treatment of syphilis and it is astonish 
ing to some of the latter day observers to note the truth contained in his 
Statements 

There came a period of investigation about one century ago when 
students of medicine desired to know the truth about the agents they 
employed. Baerensprung was led to the belief, after careful study of his 
cases, that the administration of mercury in the primary stage only re 
tarded the manifestations of secondary lesions, and often mercury adminis- 
tered during the secondary stage aggravated the tertiary lesions and added 
to the nervous complications. Therefore he advised no mercurial treatment 
prior to the tertiary stage 


In the elinies of Kuro; e all sorts of theories and methods of treatment 


were followed for a time Diday divided his cases, as follows: 
1. Syphilis, which is only indicated 
2 Meehle syphilis. 


3. Severe syphilis 

4. Galloping syphilis. 

». Tertiary syphilis. 

Diday says: ‘* ‘From 1838-1855 | treated my syphilitic patients 
cording to the old routine. From 1855-1560 | systematically dispensed with 
the use of mercury during the existence of the primary lesion, and at the 
first outbreak of secondary symptoms | used mercury only in exceptional 
eases when the nature of the symptoms imperatively demanded it.’ Finally 
since 1860, Diday under the influence of these two forms of treatment, has 


devised a method whose principle consists in giving mereury temporarily, 
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not alone when it is indispensable, but whenever its administration proves 
useful. He declares his adherence to the belief that mercury is unable in 
destroy the virus of syphilis, and divides the methods of treatmeat iio 
the ‘‘Regular’’ method and the **Opportunistic’’ method, which he prac- 
tices. These methods simply propose to aid the efforts made by nature to 
cure the disease and the action of hygienic conditions upon it. The regular 
method requires two or three times as long as the opportunistic method in 
order to elfect recovery. Liday atiaches great importance to the rezgula- 
tions of the patients regime in the widest sense of the word, and empha 
sizes that each individual has his own peculiar form of syphilis, because 
every one has his own mode of living. He also says that the mode 
‘action of mercury is unknown, and denies its preventive efficacy The 
fact that the procreation of healthy children by individuals suffering fro 
latent syphilis is often secured by carrying out mercurial treatment, he 
explains not as a preventive, but as the removal of a morbid symptom 

Hi. Zeiss| advocated views similar to those of Diday He, however, 
outlined his plan of treatment from the standpoint that in many cases the 
remedies employed may have exercised no direct influence on the recovery 
of the disease, and that a large proportion of recoveries which have been 
credited to definite plans of treatment were largely the results of nature. 
Ziess| in his clinics followed largely the experimental line of treatment 
very similar to Diday’s Opportunistic method. Ziessl thus found: ‘*That 
recent syphilis yielded very rapidly to mercurial inunctions, sometimes even 
after from ten to fourteen treatments, and that in some cases the syphilides 
presented no change even after ten applications.’’ [le also found that the 
secondary form of syphilis, under the internal administration of iodine 
often vielded within fourteen days. He also noticed that in those patients 
that were treated expectantly, even after the appearance of secondary sym» 
toms, the eruption disappeared completely within a period of from four 
weeks to several months and that in very rare cases the syphilitic erupt‘o’ 
disappeared spontaneously two weeks after its onset without any treatment 

Theories remained about the same for several years regarding th 
treatment of syphilis. New schools sprung into existence and offered 
many remedies, but results were unchanged. Since the discovery of the 
Spirochaeta Pallida by Schaudinn and Hoffman in 1905, and the discover 
by Metchnikoff in 1903 that syphilis could be inoculated in anthropoid 
apes, rapid strides have been made, not only in diagnosis but in treatment 
as well. The real field of experimentation is open to the investigator; as 
a result detailed methods for the administration of mercury are eing 
made, end, with some, very beautiful results are being accomplished 

Prof. Ehrlich is doubtless the greatest experimentor with the use of 
organic arsenical compounds of any ene in the world today. Some of the 
earlier compounds of arsenic are responsihle for the loss of sight, and for 
the death of not a few individuals hoth in Europe and America. I nee? 
not tell you of the exciting times following the announcement of Prof 
Ehrlich that after 605 failures with the 606th attempt he had a compound 
which 


he named Salvarsan, one or two doses of which would positivel: 
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cure syphilis at any stage. The delirium of the daily press, the hallucina- 
tion of the syphilitic patient, and the nightmare of many physicians re- 
garding the ettect of Salvarsan for some time kept the medical profession 
in a fit of excitement equal to that of the small boy on circus day. Today, 
excitement has subsided as regards Salvarsan. The drug is being weighed, 
and as a positive cure is found wanting. Just as we are about to quict 
down after a few years of nervous strain over the action of this new drug, 
Prof. Ehrlich again announces that he has the true cure, and has christened 
it Noesalvarsan, and in our quiet moments we are forced to ask the ques- 


tion, what next? 


DISCUSSION. 

The Chairman: This is an important paper and it opens up an impor- 
tant subject. Not long ago | picked up an old text book on surgery—it 
was not so old so far as knowledge is concerned, but it was published in 
1886 and in looking over the same | came across the article on gonorrhoea, 
and that text book, which was an authority in its time, made the state- 
ment that the author did not think gonorrhoea was due to germs, because 
a nongermicide would cure it. That is the reason why so many unfortunates 
have to suffer, as a result of either ignorance or not proper treatment. 
We will have the discussion on the paper now. 

Dr. Block, Kansas City: ‘This is an important paper and it opens up 
an important subject. I listened to the paper with a great deal of interest, 
and in a general way it covers the subject. I am probably not so familiar 
as Dr. Day with the Biblical account of syphilis and gonorrhoea, but 
while he was giving us his authority, it occurred to me that there is a 
passage some where in Genesis which refers to the fact that prostitution 
existed at the time and with consequences like those we have now. I am 
referring to a passage which follows the destruction of Sodom and Gomor- 
rah, where there was danger that the race would become extinct, and one 
of the daughters of Lot disguising herself as a harlot seduced the old man 
to have intercourse with her. There are many diseases of mankind that 
are coexistant with historic’man and also the pre-historic man. Cures 
without number have been presented for our consideration and advice, and 
the results in those times were perhaps as good as they are today. In- 
volving a race that might have been considered as free from a disease ut 
that time, we can readily understand how until a certain degree of im- 
munity is established the ravages would be great. By the repeated ravages 
a certain degree of immunity is established. 1 have heard the remark 
made, and despite the improvements that have been made the remark holds 
to a certain extent good today: If a man once had syphilis he would al- 
ways have it, and if his ghost returned he would expect him to have 
syphilis. That is practically true today. To my own knowledge the same 
is largely true of gonorrhoea. From my knowledge and experience and 
observation I believe the ravages of the latter disease and the infections 
that are placed upon innocent persons, are much greater than syphilis. 
There is a certain amount of good in the application of prophylaxis. Not 
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long since | was discussing the question with a number of army officers. 
Two of them told me of the attempt that had been made in the Philip- 
pines to control it. The prostitutes were corralled and inspected and com- 
pelled to remain until the inspection was complete. The soldier was re- 
quired to produce his bill of health when he presented himself for the 
exercise of that so-called pleasure. What you see in Europe is only a 
make believe. Here is a woman examined once a week or twice a week 
at the most. At the time she presents herself for physical examination 
she may be well, but the next time she goes, maybe within an hour, she 
contracts the disease. The other is the proper way. It did not last long. 
There is an opinion among people that we suffer the inflictions that nature 
has provided or that God has provided for our transgressions, in conse- 
quence of which when it got to the notice of our good ladies in this 
country they entered their protests and they abandoned the method and the 
disease has returned as a result. 

Regarding a cure for gonorrhoea, I believe, for it has been my experi- 
ence, that if these patients did not get into the hands of the doctors there 
would be a relatively larger percentage of cures than there are. It is a well 
known fact that a person suffering from gonorrhoea refuses to accept the 
treatment; refuses to go to bed and rest, because he does not like the com- 
ments of his friends. If the patient would go to bed and put up with the 
proper treatment he would get well and a larger per cent would recover. 

As to syphilis, it is practically a curable disease; theoretically never. 

This paper of the Doctor’s is an admirable one, and I think we all 
enjoyed it. 

Dr. Johnston, Lawton, Oklahoma: In regard to the fact that prophy- 
laxis is the thing for us to study now, and the fact that in army practices 
the use of the method has lessened the percentage of gonorrhoea is what 
I want to bring out. I agree with the doctor in his belief that it is very 
likely we do not do the good we think we do sometimes in our treatment. 
The Doctor’s paper was certainly very excellent. 

Dr, Wallace, Oklahoma City: I want to compliment the Doctor on the 
paper. Now in regard to irrigation: It is all right if you know how to 
give it. I feel that irrigation helps all along. I believe that syphilis can 
be cured. I have given them the Saivarsan and along with it I have ad- 
ministered mereury. I am a firm believer in neosalvarsan now. I believe 
if you push it like the mercury you will get a cure, but to be safe it is 
better to combine the treatment. 

Dr. Fisk, Kingfisher: Perhaps there is no necessity to set the Doctor 
right about the Scriptures, but he got the wrong man. It was not Lot, it 
was Judah, the son of Jacob and the woman was the wife of one of his 
sons. The story is all right except he got the wrong man. 


Dr. Glascock, Kansas City, Mo.: It was Lot’s daughter. If this 
brother will return to his Bible and brush the. dust off he will find that is 
right. That she had a child by Lot. I am sorry my brother was not born 


in Kansas, or he would not have made the mistake. 
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We know that locomotor ataxia is due to the ravages on the brain cells. 
If the continued action of Salvarsan on the cells gets them so they will not 
perform their functions the question that arises in our minds is, what ef- 
fect a large dose of arsenic has upon the cells, while the arsenic is not in 
as an injurious form as it might have been. I am convinced that after 
eight or ten years we will have a collection of cases that will surprise the 
medical profession . A drug so powerful as arsenic, and given in the 
large doses arsenic is given, I think, will increase the cases of locomotor 
ataxia. We know that the use of Salvarsan will not cure the cases; at least 
they keep bobbing up later. We all hoped it would do things it is not 
doing at the present time, and it is not along the line that we should an- 
ticipate a cure for syphilis, and in using a remedy that is so strong it is 
dangerous. Of course, the thing will quit leaking if you destroy every- 
thing that. can leak. You could do that with the hot iron. If Salvarsan 
stops it by doing damage we cannot estimate at this time, we can only wait. 
We may find later on that the disease has been stopped, but in doing it we 
may have destroyed other things that will take numbers of years to esti- 
mate the damage done. 


Dr. Block, Kansas City: I have had the impression during the last 
eight or ten years that there were only two men that differ from the re- 
mainder of you men: These men had not been created, but made them- 
selves. One was the great Bonaparte and the other Mr. Roosevelt. The 
position occupied by the physician is about the same. When they do find 
a patient that recovers they think they are God themselves. If we were to 
study the question of syphilis successfully, we would have to attain double 
the age usually allotted to man. One doctor will treat a thousand cases 
of syphilis and probably after they have been treated once he does not get 
the opportunity to see ten per cent of the patients again. They pass into 
new hands and they are again ‘new’ cases; and the records are faulty. I 
think the same is true of gonorrhoea. If I followed the dictates of my 
mind I would treat them all upon the expectant theory or plan. We cannot 
do that and so have to go and treat it some other way. If you were to 
take a hundred cases of gonorrhoea and put them to bed, you would find 
that nature is a greater doctor than we are. I have lived through these 
theories for thirty years, and I have found that the theory found one year 
is condemned the next. Those of you that still have those exalted ideas 
regarding yourselves as therapeutists could be convinced differently if you 
were some years older. 


Dr. Barker, Guthrie: I want to agree with Dr. Block in the treatment 
of gonorrhoea. The less you bother the more treatment you have. In my 
experience I have seen more get well without the local treatment than 
with it. 

In regard to the Biblical discussion: Dr.Fisk may be right, but I do 
remember that Dr. Glascock is right, although the girl did not disguise 
herself as a harlot; she got the old man drunk, which was an easier prop- 
osition for her. 
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Dr. Weiner: | want to relate an experience | had a few weeks ago 
while traveling in company with another physician. As usual with physi- 
cians when traveling together we were discussing medical subjects. He told 
me of some of his patients he had treated for gonorrhoea and related one 
case he had cured with one application of his remedy. He said he used 
equal parts of gasoline and chloroform. That is a remedy I had not heard 
of before. 


Dr. Day, Oklahoma City: I am very thankful for the kindly diseus- 
sion of my paper. I do not know that I can add anything to what has al- 
ready been said. 

I wish to state this one fact: That in the beginning the history of the 
early treatment of syphilis was with the use of mercury, and the experi- 
ments and results obtained from the use of mercury were only of interest 
that you might compare it with what we are today doing in the use of the 
arsenical compound. That those investigators came to the conclusion that 
mercury should not be given until in the tertiary stage or manifestations. 


I am at the present time treating a patient who has had four doses of 
salvarsan. Two at Ft. Smith, Ark., and two at Dallas, Texas. When he 
came to me he had a return of the secondary manifestations of syphilis. It 
was only a delay in the development of the progress of the disease and 
not a cure he had. So what seems to us to be a cure today may prove 
tomorrow to us that such was not the case and we will by then see the de- 
fects. We are unable to follow our cases or we would be better able to 
tell more about them. 


In regard to the Wasserman test or reaction. You must remember 
that it is absolutely useless to use it until six months have elapsed after 
you gave the mercury. The proposition of being in a hurry to get a 
negative Wasserman reaction only hinders us in getting results. 


Just a word in regard to the cure of gonorrhoea: Since I have been 
limiting my work to these special lines and comparing results now with 
cases | tried to treat when I was a general practitioner, I have often won- 
dered if we were advancing backwards. I used to think I could cure gon- 
orrhoea, and | find some of those cases returning to me now that I thought 
several years ago I had cured, and | find on examination of those cases 
that what I had done was to relieve the actual and temporary manifesta- 
tions of the disease and leave the hidden infection. | believe this method 
of drying up the discharge is only the physician’s way to be sure he can 
collect his bill. When the physician can wake up to the fact, or the reali- 
zation of the fact that a whole lot of the rigamarole of the treatments used 
today is detrimental to gonorrhoea we have made a step in the right 
direction. 
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INFECTIONS OF THE HAND. 
Dr. John W. Riley, Oklahoma City, Okla. 

Probably no surgical condition exercises the diagnostic and surgical 
ability of the surgeon more at times than the deep infections of the hand. 
It is the hidden battle between microbe and body protoplasm. At the be- 
ginning, we realize the seriousness of some of these infections and the 
serious deformity that may be caused, as the pathetically twisted claw- 
hand, and the consequent lessened earning capacity as a result thereof. 

The acrimonious discussions that were waged before Sappey’s brilliant 
investigation in 1876, to determine whether these infections were due to 
tendon sheath infection or an extension of the lympathic channels, were 
soon settled and it was agreed that both parties were too radical in their 
claims, and that the infection could spread by either channel. As a mat- 
ter of fact, acute infections of the hand may occur by three different 
channels. 


ms 


Lymphaties. 

2. Tendon sheaths. 

3. Fascial spaces. 

It is also true that we may have all three of the types in certain cases, 
i. e., a lymphangitis, a tenosynovitis, and a fascial space abscess; but in 
a majority of cases only one type exists; and again, any one of the three 
types may extend into the other. 

It will be found that lymphatic infections follow a distinct anatomical 
and clinical course, capable at times of producing certain definite compli- 
cations. 

The tendon sheath infection pursues definite lines of invasion and the 
location of pockets of pus, when rupture occurs, can be determined and 
early incisions be instituted to prevent further extensions. 

In regard to the fascial spaces, {t has been demonstrated that there are: 

1. Certain well-defined uniform spaces upon fingers, palm and dorsum 
of the hand in which pus can accumulate. 

2. That pus may be spread from a given spot and involve certain 
of these spaces without involving the others. 

3. That the pus from these spaces spreads along definite anatomical 
channels. 

Unfortunately a snap diagnosis is often made and incisions hastily 
made that jeopardize at times the use of the hand and the life of the 
patient. This could be avoided if a little more care was taken to ascertain 
the nature of the infection and the location of the pus. Along this line 
eertain points should always be remembered. 


1. The area of the greatest swelling does not necessarily indicate the 
location of the pus. Swelling occurs where the loose cellular tissue is most 
abundant, viz., on the dorsum of the hand, while pus in nine cases out of 
ten is located anteriorly. 
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2. The site of the greatest tenderness most usually marks the locatiou 
of pus. 

3. Lymphangitis, tenosynovitis and fascial space infections usually 
exist as distinct processes. One type alone being present in any given case. 


4. Treatment of each type is different. 


LYMPHANGITIS. 

Lymphangitis may be superficial or deep. When deep it may termin- 
ate in tenosynovitis or abscess of the deeper tissues. This complication, 
however, does not take place often. There is a marked redness, swelling 
and tenderness of the whole hand and arm, being most marked upon the 
dorsum. The patient is greatly prostrated and complains of headache, 
thirst, sleeplessness and fever, symptoms of systemic absorption; bright 
red streaks are seen running up dorsum of hand and arm. When they 
come from the ring and little finger, they pass through the epitrochlear 
gland before passing on to the axillary glands and it will be enlarged. 


The lymphatics from the thumb and index are found wending their 
way along the outer and posterior surface of the arm to the axillary glands 
without the intervention of the epitrochlear glands directly, and some 
ascend in the delto-pectoral groove and empty into the axillary vems at 
the junction of the cephalic vein. 


This trunk is found present in thirty-eight out of every hundred 
bodies and explains the danger of some infections. 


Symptoms.—Upon examination we find absence of pain on extending 
fingers or thumb; absence of tenderness over tendon sheaths and the middle 
and thenar spaces; absence of bulging of the palm although the concavity 
may be lost. We see locally an area of suffused redness with a swelling 
of fingers involved, and considerable oedema upon dorsum of hand. This 
swelling varies according to the site. 

The lymphatics pursue the shortest course to the back of the hand. 
If the infection occurs at the distal part of the palm the course will lie 
between the fingers. 


TENOSYNOVITIS. 

This condition is more difficult to diagnose and often leaves one in 
doubt as to whether or not he is dealing with a lymphangitis. The cardinal 
signs are: 

1. Exquisite tenderness over and limited to the tendon sheaths. 

2. Flexion of the finger. 

3. Marked pain on extending the finger and most marked at the 
proximal end. 

The size of the wound is of little importance as a tendon sheath mav 
become infected from a pin prick or an extensive wound. Upon examina- 
tion, you will observe the swelling of the abutting sides of the adjacent 
fingers and dorsum of the hand. The whole hand is tender and slightly 
flexed, while the involved finger is uniformly swollen and flexed. Marked 
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pain is complained of when its tendon sheath is touched and this pain is 
most marked at the metacarpal phalangeal joint. This pain and rigidity 
of the infected finger is so great that the examiner has but little trouble 
in locating the trouble. 

A marked difference is noticed between the rigidity of the involved 
finger and the simple flexion of the adjacent digitis. For instance, in the 
little finger one can diagnose an extension into the palmar sheath by this 
marked rigidity from tendon sheath infection. 


An infection of the tendon sheath of the little finger may be localized 
to this digit or it may extend to: 

1. Ulnar 

2. Radial bursa 

3. The forearm. 

4. Fascial spaces in the hand—Mid-palmar space, Lumbrical. 

5. Proximal! interphalangeal joint or wrist. 

6. Middle phalanx. 

7. Rupture to the surface. 

Extension into the ulnar bursa is not always easy to diagnose. There 
is general oedema of the hand, while the palm is full, it still retains its 
eoncave form and the greatest fullness is at the wrist above the annular 
ligament. The swelling here is not due to rupture of the bursa, but to 
tissues that readily distend while the tense annular ligament prevents fur- 
ther extension. The whole area is exceedingly tender at first but grows 
less so in a few days. The wrist is flexed and the thumb becomes tender 
and swollen from a juxta position of the sacs or an extension of the pro- 
cess into its sheath. The index and middle fingers remain unchanged ex- 
cept from passive processes. The arm above the wrist is swollen and the 
skin is of a bright red color. Pulse and temperature and systemic effect 
are not characteristic but similar to any infection. 

When the infection begins in the tendon sheath of the thumb, it first 
extends into the radial bursa and it may then extend into the ulnar bursa. 
In other words, the process is reversed to that of the little finger. 

When the infection begins in the sheath of the index, middle or ring 
finger, the signs are the same, but the paths of extension are different; 
that is, besides showiug an extension to the surface at the proximal end 
of the sheath, involvment of the middie phalanx and proximal inter- 
phalangeal joint, it may extend to the lumbrical space on either side and 
then involve the adjacent tendon. 

Extension of infections from ring and middle finger flexor tendon 
sheath involves middle palmar space. Extension of infections from index 
flexor tendon sheath involves thenar space. 

The fascial spaces of the hand as demonstrated are: 

1. Middle palmar space—lies between the. metacarpals and the deep 
flexor tendons and extending from the middle metacarpal bone to the 
fiifth metacarpal, and having extension along the three outer lumbricals 
into the web. 
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2. Thenar Space—is located in the thenar eminence. It lies entirely 
to the radical side of the middle metacarpal and upon the palmar surface 
of the adducter transversus muscle. 

3. Hypothenar Space—is an unimporjant intermuscular space in the 
hypothenar eminence. Pus in this space comes to the surface and does not 
burrow into deeper spaces. 

4. Dorsal Subcutaneous Space—is an area of loose tissue over the 
extensor tendons of the back of the hand. 

5. Dorsal Subaponeurotic Space—-lying between the extensor tendons 
and the metacarpal bones. 

6. Web Space—The web space, a subcutaneous space in the webs of 
the fingers. 

Pus may be found in any of these spaces, but most frequently in 
thenar and middle palmar spaces, either as a primary condition or second- 
ary to a lymphangitis, or more frequently from extension of a tendon 
sheath infection. 

When pus extends into the forearm, it usually lies under the flexor 
profundus passing upward along the ulnar artery sometimes as high as 
the elbow. 

The middle palmar space may be infected by extension from infection 
of middle, ring or little finger flexor tendon sheath, ulnar bursa, from 
infections in the lumbrical canals below the head of the metacarpals, osteo- 
myelitis of middle and ring metacarpais, or rupture of a thenar space 
abscess. 

Symptoms.—The concavity of the palm is lost and a slight bulging 
is noticed, tenderness appears early and is exquisite. It is limited to this 
space. The area between the heads of the metacarpal bones (the web of 
the hand) is swollen from extension of the infection through the lumbrical 
canals, the skin of the palm is red or pallid, the fingers are flexed and 
held rigid, increasing in rigidity from little to index, while the thenar 
space is oedematous. 

The thenar space may be infected from index finger or thumb, osteo- 
myelitis metacarpal of index finger or thumb, or secondarily from middle 
palmar space. Infection spreads more often from middle palmar space to 
thenar, than from thenar to middle palmar space. The swelling in this 
space is out of all proportion to that of the palm. The space looks as if 
a balloon had been inserted and inflated to its fullest capacity, the meta- 
carpal of the thumb is pushed away from the hand, and the distal phalanx 
flexed, though not as rigid as in the tendon sheath infection of thumb. 

The above picture is characteristic of thenar space infection. 

In hypothenar space infection, the primary lesion usually gives a clue 
while the absence of swelling in the palm and fingers and absence of ten- 
derness over tendon sheaths with ordinary symptoms of abscess leads us to 
a diagnosis. 

The subcutaneous space becomes infected from osteomyelitis of the 
middle and ring fingers particularly. 
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The dorsal subcutaneous space communicates freely with tegers and 
the thumb. Pus may spread from middle palmar and thenar spaces, ulner 
and radial bursa to forearm followed with marked swelling, redness and 
induration of the forearm. 

A difference should always be noticed between the odema and the 
induration overlaying the abscesses, as thereby needless incisions may be 
avoided. 


INCISIONS. 

Kanavel has offered the most intelligent approach to deep pockets, 
with the best drainage and least amount of sear tissue. 

1. Tendon sheaths are opened laterally on one or both sides of the 
proximal and middle phalanges. If necessary the two lateral incisions may 
continue over the interphalangeal joint. 

2. The tendon sheath of the thumb may be split to within a finger’s 
breadth of the lower border of the annular ligament without injuring the 
motor nerve supply to the thenar muscle. 


3. The hypothenar tendon sheath may be cut from the base of the 


little finger up to the annular ligament. 


4. The middle palmar space may be opened by Besley’s method—that 
is, incising the lumbrical preferably between middle and ring metacarpal 
one and one-half fingers’ breadths above the palm and then thrusting a 
hemostat between the deep flexor into the middle palmar space. 


5. The Thenar space may be opened by making an incision through the 
dorsum or the radial side of the second metacarpal on a level with its 
flexor surface and opposite the middle of the bone; a hemostat is then 
thrust through into the thenar space, being careful not to go beyond the 
middle metacarpal bone and thus open the middle palmar space. It is not 
necessary to make an incision in the palm to open this space. 

6. The combined opening of thenar and middle palmer space is ac- 
complished the same as the opening in the middle palmer space, only the 
hemostat is pushed through the thin partition separating the middle palmer 
space and the thenar, into the thenar space and out through incision on 
radial side of second metacarpal. 

7. The subaponeurotic space is drained by adequate incisions upon 
the dorsum over the interosseus spaces. 

8. The Hypothenar space is drained as any localized infection. 

9. Ulnar and radial bursa are drained by making an incision one 
and one-half inches above tip of ulnar on ulnar surface of forearm ex- 
tending down to ulnar; a closed hemostat is thrust across the front of the 
ulnar and radius between the pronator quadratus and flexor profundus 
and a counter opening is made on radial side. 

Drainage is carried out with either vaseline gauze or rubber tissue. 
Rubber tubing should never be used for this purpose. 
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DISCUSSION. 

Dr. Long, Oklahoma City: I do not think it is right to stand on 
ceremony for some of these older men to extend a congratulation on the 
Doctor’s paper on the hand infections, and the manner in which the in- 
fection travels. From January, 1911, until 1912 I did a large number of 
hand dressings, and the fact is easily demonstrated to any one who takes 
up such work and can see that which is done in an unsatisfactory way 
when you get large joints and infections that never can be overcome be 
cause the work was not properly taken care of at first. And no doctor 
should allow such conditions to occur if he has the care of the case in 
its incipiency. I noticed some cases that had occurred in days gone by 
that did not occur during the time I had charge of the work. 

These tendon sheaths: There is one question 1 want to ask the doc- 
tor, and that is, if these cases are caught in the condition he speaks of, 
in penetrating the sheath in the manner he speaks of, if the tendon ad- 
hesions can be avoided? I know of one case that was opened up by a 
doctor and it was a question to me if the condition could not have beea 
remedied without the incision. I think the incision was on the dorsal side 
of the hand. 

As is easily seen, the bones are closer to the dorsal side of the hand, 


so the swelling naturally occurs on the other side. 


The Doctor covered the ground so well and has gone into it with the 
exception of the treatment, which his paper, of course, did not cover, that 


there is not much left to be said. 


Dr. Horace Reed, Oklahoma City: The paper is complete in the as- 
pects in which Dr. Riley has considered the subject. There is one thing 
that we must not lose sight of, however, and that is the prevention of the 
conditions requiring the opening of the inferior sheath which requires the 
work that Dr. Riley detailed. Infections of the hand always have a small 
beginning. Those injuries of crushing or the traumatic injuries are not 
infections to begin with, but may become so. The kind of patients that 
come to this condition are the ones that have trivial injuries; injuries so 
small the patient’s attention was not called to it, and they suppose they 
have a felon or something like that, and it is trivial at first and they 
neglect them. Fortunately for the patient they do not neglect them until 
they get to those extreme conditions that require the opening of the 
sheath. Usually they will seek a physician before it gets that far. Now 
comes in the real work of the surgeon and physician, and that is the pre- 
vention of the spread of the infection. The hand is an active member of 
the body and is used perhaps more often than any other member of the 
body and that fact coupled with the construction of the hand shows that 
it needs rest when injured. I have seen physicians many times that would 
tie the hand up in a bandage and saturate it with some one cure-all solu- 
tion and say they are getting the hand well. If you can put the hand 


absolutely at rest and keep it at rest you have accomplished about all, 
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and all this wrapping does is to make the patient think something is being 
done, and it also helps as a splint. It also helps you carry out the rest 
That should always be given the infected hand. You cannot always do it, 
but if you can impress on the patient the necessity of rest you may ac- 
complish it. When you allow the patient to go around the streets with 
his hand tied up in a sling, it is not rest. You should put them to bed 
and use whatever side issue necessary to impress your patient that you 
are doing something. If you will do that you will in nearly every instance 
stop the infection. 


Dr. McNair, Oklahoma City: I believe from the man who has taught 
us so much about infections we can still catch at times gleanings of reasou 
ing, because as you read his articles on these things he demontrates and 
proves to himself by the use of many cases his truth that he afterwards 
tells us. Ochsner has demonstrated to his own satisfaction and in his elin- 
ics you may see it demonstrated many times, that the advantages of the 
large dressing in these injuries of the hand or hands is one of the most 
important things in their recovery. He tells us he thas used the smail 
dressing and seen the hand get worse and afterwards applying his large 
dressing and the same case improves. I have demonstrated to my own 
satisfaction that this is true. I remember the first time he impressed on 
me the injuries to the hand, was when | was taking clinical surgery from 
him as a student and the question came up as to whether I should ampu- 
tate for certain injuries, and I mentioned the injuries of the hand where 
I] would amputate and he showed me the fallacy of my statement, and 
how the hand would recover by reason of its large blood supply and with 
rest. 

Dr. Long, Oklahoma City: Pardon my speaking again. There.is one 
infection of the hand that has not been covered that is a little puzzling 
possibly when it occurs, and that is an infection in the pocket of the epi- 
dermis growing around the nails; an infection back under the skin at the 
root of the nail. The natural tendency is to cut the skin back and lay it 
open, which is an error to commence with, because the skin follows around 
the root of the nail and as soon as you incise into the unaffected space 
you lay open an area that is going to be a sore proposition to heal. If 
you will pry it open and put in a drain of rubber tissue the infection will 
clear up. You can do this by working from the nail. 


I am glad the Doctor spoke of the large dressing. Now I believe the 
Doctor’s purpose is to show where in making the incision you should 
make it to tap the collection of pus, and not simply through the skin er 
any way and between the bones and think you are going to get at your 
infection from any particular part of the hand. He has given the place 
where the pus is to be found, and the question would then arise as to an 
argument—and it could be a good argument—as to whether an incision is 
necessary at all. He is going on into the chronic condition, but the usual 
condition offered is not that far gone. I have used one yard strips of 
gauze saturated in any one of the solutions and with oil silk outside, and 
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1 have had good results without incising at all. 1 speak of that because 
you may think it is not necessary to go in there, and unless the Doctor 


get adhesions, 


has got a method by which he can go in the hand and not 
] will continue to use my saturation of gauze. 


Dr. Riley (Closing): I thank the gentlemen for the discussion of my 
paper. In reply to Dr. Long, about the adhesions: When you get an in- 
fection of the tendon sheath you are immediately going to have a destruc- 
tion of the lining and maybe of the sheath, if not worse. As soon as the 
diagnosis is made you are going to have the condition we are trying io 
avoid, as a rupture of the tendon sheath and probably gangrene. The de- 
lay and procrastination in the work on the hand is what is making the 


souvenirs you see everywhere today; these crippled hands. As soon as 
you have an infection of the tendon sheath you should open. You need 
rest and drainage. The dressing will help the rest. You need not he 


afraid to open the tendon sheath. You will not get a stiff finger. Split 
it the full length if necessary. It is the delay in infections of the hand 
that gives you the claw hand, that a man will carry through life. You 
have an infection of the eponychium of the finger and it is under the fin- 
ger nail and what you want is an incision outside of the nail. Turn your 
ephonychium backwards and put your scissors under the loose nail and 
cut it off and the infection is well. Rest and drainage is what you want. 
I thank you, gentlemen. 


VACCINES AND SERUMS— THEIR USES AND LIMITATIONS. 
Dr. Benj. H. Brown, Muskogee, Oklahoma. 


While the mass of work that has been done on serums and vaccines 
is enormous and the literature on the subject has assumed astounding pro- 
portions, two factors have made much of it practically valueless. The first 
of these is the proneness of investigators to permit enthusiasm to usurp 
the place of reason. It is an indisputable fact that most men are opti- 
mists, at least so far as concerns their pet hobbies. Most of them prove 
what they start out to prove. 

The second factor is the pretty general failure to publish disappointing 
results. We are almost universally prone to it. One man, for instance, 
believes that a certain remedy is efficacious in typhoid fever. He uses 
this remedy in fifty cases and has two deaths, or a death rate of 4 per cent. 
Others have brought a series of fifty cases through typhoid under symp- 
tomatic treatment with comparable results, but, if they are wise, they say: 
**T have been lucky,’ and let it goat that. The physician who has used a new 
method, however, will be almost sure to publish his results and point with 
pride to his low death rate. Another may be obsessed with the same opti- 
mistic ideas as to the value of remedy ‘‘x.’’ He, too, treats fifty cases, but, 
unfortunately, strikes a severe epidemic, and loses fifteen. Does he rush 
into print with this death rate of thirty per cent? Bv no means. He says: 
What’s the use of publishing such statistics?’ 


’ 


*“‘The remedy is useless. 
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and forthwith stows the case histories in the remotest pigeon hole of his 
filing cabinet. 

The literature being so voluminous, and much of it so confusing and 
contradictory, it has occurred to me that it will not be out of place to en- 
deavor to present a brief review, drawn in broad lines, of the status of 
serums and vaccines at the present day. 

Sera: A serum, in the ordinary acceptance of the term, is the fluid 
part of the blood, which may be unmodified, or ‘‘normal,’’ or modified by 
certain constituents collectively termed antibodies. The anti-sera, for 
practical purposes, may be divided into antitoxic, bactericidal and cytolytic 
sera. 

Normal Sera: To a student of current medical literature nothing is 
more striking than the unanimity of the reports of the use of normal blood 
serum in hemorrhagic conditions. This seems to be the most valuable con- 
tribution to seri-therapy of recent years. The pioneers in this field are 
Broca and Weil, who treated hemophiliacs with normal] horse serum hypo- 
dermically, and J. E. Welch, of New York, who injected normal human 
serum subcutaneously in twelve infants suffering from hemorrhagic disease 
of the new born, with the result that all reeovered from this affection, 
which ordinarily gives a death rate of from 60 to 80 per cent. Their re- 
cults have been confirmed by numerous others. The treatment has also 
been used in hemorrhagic purpura, and both prophylactically and curative- 
ly in operations on patients suffering from cholemia. Normal human se- 
rum, animal serum, or antitoxic serum may be used, either subcutaneously, 
intravenously, or by local application. 

While there is no doubt as to the efficacy of this measure in many 
hemorrhagic conditions, I have seen no reports of studies as to its modus 
operandi. Some suppose that the effect is produced by the supplying of a 
deficiency in the fibrin ferment. 

Antitoxic Sera: Certain bacteria exercise their injurious influence on 
the bodily organism principally or altogether by means of soluble toxins 
which they secrete. As a rule they do not invade the body, but having 
intrenched themselves in some favorable location, there manufacture toxins 
which gain access to the blood. Endotoxins, or those which are released 
by the destruction of the bacteria, have little influence on the pathogen- 
icity of this class of microbes. Immunity is produced in animals by the 
injection of these soluble toxins, resulting in the presence of the corres- 
ponding antitoxins in the blood of such animals. Their antitoxic serum is 
capable of neutralizing definite amounts of the toxin, the two forming a 
union comparable to the neutralization of an acid by an alkali, the result- 
ing product being inert. The two typical and best known organisms which 
produce soluble toxins are the diphtheria bacillus and the tetanus bacillus. 

The wonderful prophylactic and curative effects of diphtheria anti- 
serum is a matter of household knowledge, as is the prophylactic value of 
tetanus antitoxin. The latter is capable of neutralizing the toxin that may 
he floating in the blood, and to a certain extent of wresting it away from 
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its early combination with the nerve terminals, so that we may hope for a 
variable curative effect from its administration in large doses within the 
first thirty-six hours after the development of symptoms. But later, after 
the toxin has intrenched itself within the axis cylinder of the nerve, al- 
though in so desperate a disease we are justified in continuing its use, it 
must be with small hope of thereby benefitting the patient. 

Bactericidal Sera: Certain well known bacteria do not produce strong 
soluble toxins, their morbid action being due to endotoxins which are re- 
leased in the body following the destruction of the organisms. This type 
of bacteria may be again divided into subclasses. 

1. The first of these subclasses embraces those organisms causing 
diseases in which one attack protects permanently or for a long period, 
and in which convalescence is accompanied by the formation of agglutin- 
ative and bactericidal substances in the blood. The specific organisms of 
typhoid, bacillary dysentery, colon infections, cholera and plague belong 
to this type. 2. The second subclass embraces those in which one attack 
does not give rise to prolonged immunity. As a rule, the serum of con- 
valescents from diseases caused by the typical organisms of this class, such 
as the streptococcus, pneumococeus, and tubercle bacillus, is generally be- 
lieved to possess little or no bactericidal power. Contenders for the thera- 
peutic efficacy of such sera as a rule claim that it is due to an increase in 
the opsonic index, or to the stimulation of phagocytosis. 

The subject of antibacterial serums is so broad, and in many respects 
so little understood, that it can only be touched on here. Ricketts, to 
whose valuable book I am in the main indebted for my classification, writ- 
ing in 1905, said: ‘‘It is common knowledge that bactericidal serums have 
not been successful curative agents, although in test-glass experiments they 
may be able to kill large numbers of organisms.’’ Since then some pro- 
gress has been made, but not a great deal, and it seems to be necessary to 
modify this statement in but one or two particulars. Flexner’s serum is 
generally accepted by the best men as a specific in cerebro-spinal fever, 
voluminous statistics from various sources showing that the early use of 
the serum reduces the death rate to 25 per cent., from the 75 per cent 
mortality among those treated by other methods. There is also a pretty 
general agreement as to the curative value of antigonococcus serum in a 
certain percentage of cases of gonorrhoeal arthritis. Favorable reports are 
not wanting as to the value of other sera, as, for example, those of Chante- 
messe in regard to the use of typhoid antiserum and of other investigators 
who have been using antistreptococeus serum. But the various workers 
differ much in their estimate of the curative value of most such sera, and 
their final status is a matter for the future to decide 


The action of bactericidal sera is more complex than that of the anf? 
toxic, two factors being necessary, namely, the bactericidal amboceptor and 
the complement. The amboceptor, or antibody, is the essential factor of 
the immune serum. The complement is a normal constituent of the blood, 
and is capable of uniting with various types of amboceptor. The office 
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of the amboceptor is supposed to be to join the complement to the bae- 
teriums so that the complement can exercise its destructive power. The 
combination has been likened to a hand turning a key in a lock, where ine 
lock represents the bacterium, the key represents the amboceptor, and the 
hand the complement. As a hand can turn many types of key, but there 
must be a mutual adaptation between key and lock, so within certain lim- 
its the power of union of the complement is general, while that of the 
amboceptor is specific for a certain organism. 


The obstacles that confront us in the use of bactericidal sera have 
largely to do with the behavior of the complement. While it may be easy 
to obtain a serum rich in antibodies, there is often a deficiency of comple- 
ment in the patient’s blood, or it is not capable of uniting with the ambo- 
ceptor, derived as the latter is from an animal of a different species, 
while, on the other hand, no feasible method has been found of introdue- 
ing sufficient complement from without. Other considerations, such as the 
possibility of the deviation of the complement, or .the formation in the 
body of anti-complements or anti-amboceptors give us pause, lest by our 
ill-advised efforts we may work a positive detriment to the patient. 

From the standpoint of prophylaxis a number of effective sera have 
been obtained against the endotoxin producing bacteria. Aside from the 
plague serum of Yersin, which has been proven to have a high prophylactic, 
as well as a somewhat less curative value, the various sera seem to have 
heen largely supplanted by vaccines for this purpose. The principal reason 
for this is that immunity produced by the sera has a duration of only two 
or three weeks, while that following the use of the vaccines frequently 
lasts for years. The excellent results from the preventive inoculation with 
typhoid and cholera vaccines may be cited in this connection. Of recent 
years the employment of the former in the United States army has re- 
duced the incidence of typhoid to a small per cent of that formerly pre- 
vailing, and the death rate to almost nil among the inoculated. 


Cytolytic Sera: Just as the inoculation of animals’ with bacteria 
eauses the formation in their blood of bodies destructive to that particular 
bacterium, so their inoculation with foreign cells may produce antibodies 
capable of destroying the type of cell introduced. We are familiar with 
this principle in the use of hemolytic serum in the Wassermann reaction. 


In addition to the objections pointed out above against the use of bac- 
tericidal sera, we have here the additional disadvantage that we can not 
he sure of the specificity of the action of the serum on closely related cells. 
For instance, we may well fear that a serum which will exercise a deleteri- 
ous influence on the cells of an over active thyroid may not stop here, 
but may attack other organs indispensable to the welfare of the body. 

Cytolytic sera can not be said to be past the experimental stage, and 
their future usefulness seems to hang on a very slender thread. Some ef- 
fort has been made to utilize them clinically, most prominent among which 
may be mentioned the use in exopthalmic goiter of the serum introduced 
by Beebe. Rogers, in the American Journal of Surgery, December, 1909, 
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reports 900 cases treated by this method, of which 15 per cent were cured, 
60 per cent benefitted, and 8 per cent died. Inasmuch as these statistics 
are no more convincing, if as much so, as that of internists, among them 
Forcheimer, it is not probable that sero-therapy will secure many converts 
from among those who use established methods of treatment in this dis- 
order. 

Vaccines: As generally used, the term bacterial vaccines is synony- 
mous with bacterins, and applies to a suspension in normal salt solution of 
dead or avirulent cultures of bacteria. It is also loosely applied to a 
variety of bacterial products, the composition of some of which is known 
and of others not, the oldest, as well as one of the. least understood, being 
anti-smallpox vaccine. Etymologically and rationally the word should he 
restricted to its original meaning, but its misuse is so general that it seems 
to be irrevocably fixed in medical terminology. 

Some of our most efficient prophylactic agents are included under the 
head of vaccines. Besides vaccination against variola, the value of which 
is recognized by all except a comparatively few persons of warped men- 
tality, the stamp of universal medical approval has been placed on pre- 
ventive inoculation against hydrophobia, as well as against typhoid, chol- 
era, dysentery and plague. As mentioned above, however, the serum seems 
to he more available against the last named. 

When we come to the curative value of vaccines there is far from 
being a general agreement. The best clinical opinion, as a whole, does not 
differ materially from that of the most careful and competent of the lab- 
oratory workers, and may be summed up as follows: 

1. Vaccines seem at present to have very little place in acute and 
generalized infections. The body, being already engaged in a struggle 
against an excess of toxins, it seems highly illogical to aim at a cure by 
heaping poison upon poison. In this connection perhaps more favorable 
reports have been recently made on the use of vaccines in typhoid fever 
than in any other general infection. This enthusiasm is far from being 
shared by all in a position to observe the effects of the vaccine, and the 
remedy is repudiated by Frank Billings and others among our best known 
internists. 

2. The efficacy of vaccines in certain localized infections, especially 
when tending to become subacute or chronic, is generally recognized. in 
this connection one of the best summaries in recent literature is that in 
the Practical Medicine Series for 1911, Vol. 1., quoted from Wilder Tiles- 
ton, assistant professor of medicine at Yale. He says that vaccines have 
gained their greatest triumph in infections with the staphylococcus, being 
of especial merit against carbuncles and furuncles; that reliable observers 
are of the opinion that pneumococcus vaccine hastens the healing of sinuses 
due to localized pneumoccus infection; that gonococeus vaccine is of value 
in joint affections; that a symptomatic:cure can usually be had from vac- 
cine treatment in cystitis and pyelitis due to colon infection, but that the 
bacilluria usually persists. J. Whitridge Williams denies that superior re- 
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sults are obtained by vaccines in colon infections over those by other meth- 
ods. He also sees no place for the use of vaccines in puerperal sepsis, 
general or localized. 

So far the claims for vaccines will be admitted without much conten- 
tion, but, if we go further, we immediately fall into difficulties. Thus to 
local streptococeus infections some assign a place in vaccine therapy, while 
others are strenuous in their opposition to this belief. 

3. As a rule autugenous vaccines are to be preferred. But stock 
staphylococcus and gonococcus vaccines may be used until others are avail- 
able, and are frequently very efficacious. 

} Where possible, the use of vaccines should be resorted to only at- 
ter an accurate diagnosis of the infecting organism. Thinking men can 
not too strongiy indorse the words of Stoner in this connection, even 
though it works a considerable pecuniary loss to certain pharmaceutical 
n the American Journal of Medical Sciences for Febru- 


houses. Writing 
ary, 1911, he says: ‘‘While stock vaccines are undoubtedly useful in certain 
conditions, their injudicious use in the hands of careless physicians and un- 
skilled diagnosticians has probably done more to discredit bacterial therapy 
than any other one thing. The practice of injecting various kinds of dead 
bacteria or mixtures of vaccines in conditions of obscure etiology in the 
hope that one or the other may do good, is to be severely condemned.’’ 
The same criticism is of course true for the ‘‘metabolic’’ products of bac- 
teria, or any other of their derivatives capable of producing a reaction or 
any other visible effect. 

Tuberculin: The controversy over the value of tuberculin is almost 
as animated today as it has been at any time since Koch’s original pro- 
nunciamento in 1890. Tubereulin does not seem to be growing in favor, 
either in surgical or medical conditions. Some excellent men, among whom 
we may mention Trudeau, remain unshaken in the belief that it is a val- 
uable therapeutic agent, while others, whose words carry equally as much 
weight, for example, Osler and Strumpell, are skeptical to the verge of 
pessimism. The general status of these preparations in surgical tuberculo- 


sis seems to be very well reflected by the remark of Dr. 8S. J. Hunkin of 


San Francisco, at the meeting of the American Orthopedic Association at 
Washington in May, 1910. After listening to a lengthy, and by no means 
harmonious discussion, he is reported as saying: ‘‘The results of the use 
of vaccines in the treatment of joint tuberculosis seem to depend on the 
temperament of the men employing them.’’ 

Even those who favor the use of tuberculin are unanimously of the 
opinion that a very careful selection of the cases is necessary, as well as 
very close observation after treatment is begun. They agree that this is 
possible only in a well-regulated institution, and deny that there is any 
field for tuberculin therapy by general practitioners. 

What should be our attitude toward the ‘‘cures’’ for tuberculosis that 
from time to time are reported in the medical press backed by an imposing 
array of favorable statistics? Most of these are modifications of tuberculin, 
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but many, such as Spengler’s I. K. and Marmorek’s preparation are based 
on the principle of passive immunity. We can only say that cures for tu- 
berculosis have been making their appearance at the rate of from three to 
a half dozen a year for the last twenty years, and have been making their 
disapparance at about the same average rate. Medical literature is dotted 
with the grave stones of these discarded remedies. Under each lies a dar- 
ling hope, that in the eyes of its author was destined to grow up to a 
strong and vigorous manhood, and to batter the dragon down. Sometimes 
a few, sometimes a crowd, of admirers vied in rocking the cradle, and in 
predicting for the newcomer a brilliant future. But, turned out upon the 
world, they have each in turn been unable to survive the strong, hot glare 
of science, and one by one they have withered away and died. Our faith 
tells us that some day one stronger and more worthy than the rest will 
survive. Will it be the latest? We don’t know, but many disappointments 
have made us skeptics. 

And our views on this subject may well be the same as those on the 
subject of vaccines and sero-therapy in general. What the men of wide ex- 
perience and knowledge agree is worthy we may use. Where the master 
minds are not unanimous, we may well pause. Most of us have little faculty 
for experimental therapeutics and little time for the extended observations 
and investigations necessary before any deductions can be made in so 4b- 
struse a subject. In the meantime we would do well to consider the pro- 
priety of heeding in this, as well as in more unimportant matters, the 
poet ’s advice: 


Be not the first by whom the new is tried 
Nor yet the last to lay the old aside.” 


THE FEE-SPLITTING EVIL — THE SURGEON AND THE GENERAL 
PRACTITIONER — THE GENERAL PRACTITIONER 
AND THE SURGEON. 
Dr. David Ap Myers, M. D. C. M., Lawton, Oklahoma. 


To begin with, I wish to say that I shall call a spade a spade. It was 
Shakespeare who said: ‘‘Oh, why rebuke you him that loves you so?’’ It 
is evident that Bill Shakespeare had the present ‘‘fee-splitting’’ evil in 
mind when he wrote those lines, for he knew that sooner or later’ there 
would be much ‘‘wailing and gnashing of teeth” and much rebuking—the 
surgeon berating the general practitioner for demanding and too often 
getting the required split, and the general man berating the surgeon for 
trying to keep it all after getting his business and allowing him a very 
generous slice of the first few fees. 

I know not whether the other states in the United States are afflicted 
with the ‘‘fee-splitting’’ parasite, but I ¢an vouch for Oklahoma. We 
have it in a most virulent form. And like all other parasatic life it lives 
and thrives where there is the most filth. I do not mean this to be con- 
strued that Oklahoma has all the bad ones in the practice of medicine and 
surgery, nor do I care to have this construed as a general reference to the 
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profession in general. If there are those that differ from the statements 
made in this paper, I hope they will have the courage to stand up and let 
this Association hear from them. Not that I mean that there niay not be 
a much better solution of the matter than the one set forth, or that I am 
a criterion on the subject. The main object of this paper is to get the sub- 
ject matter before this Association and get the ideas and views of those 
who have had the parasite to deal with. It is an axiom among the phy- 
sicians ‘‘out in the sticks’’ where 1 practice that the closer you get to a 
certain city in the state of Oklahoma, and the longer you ‘‘shop’’ your 
ease, the larger grows the ‘‘split.’’ 

Within the last thirty days I have had a physician in my office whom 
I have known for some time and often wondered why I had never received 
any of his work. His story was as follows: ‘‘Doctor, I have been sending 
my cases to a certain city for operation and I thought I would drop in on 
you today to talk about a case I have that needs an operation. The ex- 
pense of going to this city is somewhat greater and the danger of trans- 
porting cases is much increased by the distance, so if we can come to some 
agreement about fees I will be glad to send my surgery to you. He then 
proceeded to tell me that he often got as much as sixty per cent of the 
fee for bringing the case to the city. Now this doctor had driven thirty 
miles to find out how much he could get in the way of a ‘‘split’’ closer 
home. What do you suppose was the matter with the child’—an intussus- 
ception of the bowel. 

If there is any one condition in surgery that requires prompt atten- 
tion, it would be my guess that the above case would be of such a variety. 
Still here was a doctor ‘‘shopping’’ for a ‘‘fee-splitting’’ and his patient 
dying. 1 remarked to the doctor among many other things that ‘“‘fee- 
splitting’ was not the rule among the best men, and he remarked right 
back that the ‘‘general practitioners’’ would see to it that ‘‘fee-splitting’’ 
would not be abolished.’’ This type of ‘‘fee-splitting’’ parasite is one that 
is entirely removed from the type that comes into existence because some 
surgeon splits a fee with him and thus gets him in the habit of thinking 
that it is the proper thing for him to demand it. The first type is a mer- 
eenary doliars and cents doctor, pure and simple; the second type becomes 
such from being taught that it is right, and while they are both to blame, 
one is to blame because he is naturally a parasite and the other because 
he has been taught to be one. The blame for both species lays with the 
surgeon and not with the general practitioner. If they were not given the 
first ‘‘fee split’? there would be none of the first variety. You cannot 
blame the general man. It is easy money for him and he will naturally 
take his patients to the man who will give the most money for them, pro- 
vided always he is the kind of doctor that cares not for the welfare of his 
patients, either physically or financially. 

I do not desire to have the general practitioner think I consider him 
alone in the field of ‘‘fee-splitting’’ parasites. The surgeon who gives a 
‘‘split’’ is as much and, to my mind, more of a parasite than the genera! 
man, for he is the one who can cure the disease if he will. Most crimes 
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are committed at night—under cover of darkness. So it is with the fee- 
splitting evil. it goes on, and sometimes by first-class operators. It is 
hard to catch up with them, but when you do publicity is the cure for such 
an evil. How do you think a prospective patient would think about a doe. 
tor who would deliberately sell him to the highest bidder, knowing that 
the extra money he was being charged was given to the doctor who had 
him in charge—not as fee for services, but as a fee for the act of bringing 
him to that particular surgeon? He will figure that if the surgeon can 
afford to give the doctor $75 for bringing the case to him that the surgeon 
ean afford to do the work for $75 less than he is being charged. When a 
doctor comes to your office seeking a split in fees and does not get it, 
then proceeds to take the patient on and continue to shop with them, then 
l would deem it the province of the surgeon consulted to tell the people 
concerned that the reason the case was not left in his care was not from 
any inability to properly perform the work, but because the physician im 
charge did not think that he was getting a sufficient fee for bringing the 
case, and that the one evil that surgeons had to contend with was the fee- 
splitting evil. If you cannot educate the doctors, you can educate the 
laity, and | assure you they will educate very readily in cases of this 
kind, for the education touches them in a spot that is very vital, namely, 
their pocket-books. If you cannot get to the patient or their friends you 
are, of course, powerless except to talk to the doctor who is asking the 
split. More and more papers on this subject should be written. In this 
way good will be done and men converted from both sides of the contro- 
versy. I venture to say that if I were to ask every surgeon in this Asso- 
ciation to stand up who was in the habit of splitting fees, that there would 
not be a single response. If | were to ask the same question of the gen- 
eral man, there would not be a response. Yet 1 am morally certain there 
are men somewhere in this good old Oklahoma state who do these things, 
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and do them as a matter of business. Something you are ashamed ts 
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acknowledge you do is, usually not the right and proper thing for you to 
have done. Therefore I say PUBLICITY is the cure for the evil. It 
will not stand the light of the patients’ scrutiny. After all is said and 
done it is the patient who is the most vitally concerned, therefore he 
should know what is being done for him in all cases. The man who does 
not split fees will say the other fellow gets the cases. It is true he does 
in many instances. He will also tell you that the patient does not know 
who is or who is not a capable surgeon, nor does he know that he is be- 
ing ‘‘peddled,’’ and his life endangered for the sake of a few paltry dol- 
lars. Education will cure that evil. When the laity begin to understand 
that a certain surgeon splits fees and are educated to know why he splits 
them, just so soon will the sun of that man’s popularity begin to set. 
The laity have been educated along other lines by the judicious use of 
printers’ ink and the application of a few good common sense arguments 
by word of mouth. Why could they not be educated along this line. 

In the practice of law, attorneys have a word by which they desig- 


nate a certain class of lawyers. If there was a word in the English lan- 
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guage that would as appropriately fill the bill in reference to a certain 
class of surgeons who wilfully offer and give a split in their fees for 
the sake of getting a case, 1 would be more than pleased to apply the 
term and properly label all such. That word is ‘‘shyster.”’ The laity 
avoid a shyster lawyer. They can be taught to avoid the same class in 
the practice of medicine and surgery. I remarked early in this paper that 
I would be glad to have this paper discussed freely. If there is one pres- 
ent who will arise and defend the fee-splitting evil, I shall be glad of it 
and will do my level best to answer all his arguments. If I cannot do so 
I am sure there are men in this Association who have had the parasite 
pester them so many times that they would be glad of an opportunity to 
find a champion of their cause and get a chance to relieve a much over- 
burdened bosom of an accumulation of words and thoughts on the sub- 
ject. If you do not believe that last statement of fact, please arise at the 
proper time and champion the cause. 

Not a truth has art or science been given, 

But brows have ached for it, and soul toil’d and striven; 


And many have striven, and many.have failed, 
And many have died, slain by the truth they assailed. 


There are two sides to every controversy and the general practitioner 
has been very much abused in times past as well as at present in regard 
to the way he has been treated regarding his surgical cases. Here is the 
story of the general run of cases as they are brought to the shrine of the 
great and mighty surgeon. After due delay in waiting at the outer door 
of the sanctum sanctorium, or the holy of holies, you are ushered into 
the presence of the Great Surgeon. 

‘‘Good morning, doctor.’’ 

‘Ah, let me see! I cannot recall your name.’’ 

‘*l am the doctor that brought you that case of surgery last month 
from Podunk.’’ , 

“‘Oh, yes; I remember you now. That was thg case in which I made 
that great diagnosis for you after you had been puzzled so long over it. 
So much easier, you know, when you see those rare and interesting cases 
every day as I do. Have you a patient with you this time?’’ 

**Yes, Doctor.”’ 

‘Well, bring him in and I will tell you what is the matter and what 
he needs.’’ 

Patient comes in. 

‘“‘Dr. Big I, this is my (notice the accent on the MY) patient, Mr. 
Promptpay.’”’ 

‘‘Glad to know you, sir. Just remove your clothing and get up on 
the examining table and I will tell you what is the matter and what should 
be done in the matter.’’ (Several minutes of percussion and questioning, 
and then several more minutes of deep silence, accompanied by many con- 
tractions of the learned brow and an expression of deep study. This 1s 
followed by a long discourse on what ‘‘I saw the last time I was in 
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Vienna,” and what Prof. This and Prof. That has to say on the subject 
of such ailments as to your patients.) 

Finally you hear this: ‘‘Please be at the X. Y. Z. hospital at 7:30 
promptly tomorrow morning and we will operate. Fees in such cases are 
$350. Would you like to witness the operation, Doctor? If so, you will 
be allowed to be in the operating room. I shall have several other cases 
on hand and | should be glad to have you witness them.’’ 


That may sound a little donbtful but it is true nevertheless. I know 
because | am a general practitioner and have had the experience. Morn- 
ing comes and you and your patient enter the hospital and are received 
very curtly. In due time you are hustled into a gown, stood up in a cor- 
ner near a red hot radiator and told to stand hitched. You do. If yeu 
have never seen the inside of the ‘‘holy of holies’’ before, you are duly 
impressed and return home in awe and reverence, very much subdued in 
spirit and very much DISSATISFIED WITH YOUR LOT IN LIFE, If the 
awe and reverence last long enough you will bring your next case to Dr. 
Big I. If vou let a little common sense sink into your system, you will 
take your next case to Dr. Consideration, who will endeavor to treat you 
like a human being and as a fellow-doctor. You realize before you go to 
Dr. Big | that you don’t know as much as he does, but then you don’t 
want everybody else to know it also. What you do want them to know 
is that you are not a surgeon but a general practitioner, and that you 
want to be treated as such. Now. Dr. Consideration is qa good fellow 
and he gets all your work in the future. One day you find him out and 
you take a case to Dr. Needs Biz, across the hall. He is also a good 
fellow and treats you just as well as Dr. Consideration, and when he 
collects his fee comes and hands you $75. By a proper and decent treat- 
ment of the general man in the first case, the profession would have been 
saved another case of ‘‘fee-splitting.”’ 

In addition to doing some general work, | do a little surgery. I have 
been confronted with the fee-splitting evil. I have conquered it, at least 
to my own satisfaction and in entire accord with my surgical and ordinary 
conscience. If | am wrong I shall be glad to be put right, but until I 
shall find a plan that will work better than the one I am now following, 


I shall be hard to convinee. 


First of all I try to make a friend out of the doctor who brings me 
a case. I try to place myself in his position, and that is not very hard 
work, for I often refer cases to other men and | know the attitude I have 
toward them, and realize the way I should like to be treated. Acting ac- 
cordingly, I proceed to treat my doctor friends as I would wish to be 
treated. 


I do not say: ‘‘Let’s find out what is the matter. I ask HIM what 
is the matter. If he says he doesn’t know, then I tell him that together 
we will attempt to find out. In other words, until | am proven wrong I 


assume that his diagnostic ability is as good as my own. 
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I try in every way to give that patient to understand that his doc- 
tor’s attention is as essential to the proper welfare and care of the case, 
except as to actual operation, as is my own. I ask the doctor and the 
patient whether or no he (the doctor) came with the patient at their re- 
quest and find out if they have been under treatment before coming. I 
then proceed to tell the patient or his friends that the family doctor is 
entitled to a fee for his absence from business, on account of being im 
attendance on this case; that the fee I have established is $25 and ex- 
penses per diem; that I shall see that the doctor is paid that fee, and 
that I will be guided by the wishes of the doctor in charge of the case 
as to whether i charge that fee in with my own or whether he chooses to 
settle with them direct. In case the doctor expressly requests that [ 
shall make no charge for him—that he desires to collect his own fees for 
attendance on the case and time and money spent in coming with them, 
and in the proper spirit and proper way seeing that they get the proper 
surgical attention—then I proceed to tell the patient that I am not in- 
cluding a fee for the family physician, but that whatever agreement they 


make with him is foreign to any fee they may pay me. 


If a doctor calls me over the phone, or sends me a patient, I take 
advantage of the first opportunity I have to thank him for his kindness. 
In the meantime I try to do the best work I know how for his patient, 
and send them home to the family doctor for after care and attention. 


I consider that | owe no man a cent for the reference of a case, unless 
he spends time and takes the trouble to come with the patient at their 
request. If I am called to do a piece of surgery in the home and away 
from the hospital, | use the doctor in charge in the work unless I carry 
an assistant with me. For this I allow him the same fee I would pay my 
assistant, namely, $25 for major work and in proportion for minor work. 
In all cases | see to it that all financial transactions are open and above- 
board and with the full knowledge of the patient. 


In my work I have yet the first case to meet where by this method I 
have not sent the patient home in full confidence with his family doctor, 
and have the first dissatisfied doctor to deal with. I have one man that 
I do work for who insisted the first time I operated for him that I collect 
a fee for him. I refused, but told him I would, however, tell the people 
he was entitled to a fee; that he chose to collect it from them direct, 
and that any charge he might make for his services was entirely a matter 
between themselves; that my fee for the operation would be so much if 
I did not have to pay the doctor for assisting me; that if they desired I 
would make them a fee which would include what I would pay for his 
assistance in the case and for the operation only. They chose to settle 
direct with the doctor. Ever since I have had that arrangement with 
him and I do not neglect to tell the patient that they are to pay him for 
his services—that I am not including it in my fee. 


You who still believe in ‘‘fee-splitting,’’ listen to the words of French: 
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In gall and wormwood, tinctured with a curse, 

Bitter with gold low-filched from work’s scant purse, 

Salt with the tears through toil-strained eyelids shed, 
Acrid with sweat greed-gathered from the dead, 

Tainted with blood war-sucked by ruthless might 

To scepter Wrong upon the grave of Right: 

In this hell-brew let’s spill libation, 

With wish that swift and sure damnation 

May blast the brain and hand that wrote 

The dastard sentence, “Labor is a commodity.” 


DISCUSSION. 
Dr. Wheeler: | am like the Irishman, | think that paper is too good 


for discussion. 

Dr. Lain, Oklahoma City: I wish to discuss a question that perhaps 
all present are not familiar with-—the last revised principles of the Ameri- 
an Medical Association. This question came before the House of Dele 


gates last year and was discussed until time was called and a committee 


was appointed on resolutions and tc make such changes as desired. | 
will read the sections referred to: (Reads articles referred to—Section 


IV., Article 3; Section II., Article 5. 

Dr. 8. H. Landrum, Altus: We are familiar with the proper ethics 
but we don’t all use them. If I cannot do the work I refer the patient 
to some man that can do it.. If a patient is well enough to go some dis- 
tance he does not need me. If he is not able to go, employ a nurse, which 
you can do cheaper than you can a physician. If I cannot do the work, 
he pays the man who does it. He owes me nothing. That seems as simple 


te me as any other proposition. 


Dr. V. Berry, Okmulgee: This fee-splitting is just the result of a 
commercialism of the medical profession. I want to say frankly that I 
have been held up. I have two patients that I did an operation for once. 
They said: ‘‘Well, we can get 50 per cent of that fee by going to another 
town and G— d— if you get another cent out of us.’’ There is another 
fellow who holds you up in a different way. Oklahoma is not the only 
rotten state in the Union. One of the physicians in St. Louis that I know 
splits fees 50 per cent. I think in six years I have taken one person to 
St. Louis and one to Kansas City. The one I took to Kansas City I was 
forced to take. A horse run away and caused a fracture of a very prom- 
inent woman in our town. Her husband knew a very prominent physician 
in Kansas City. Two physicians were called. One I called because he 
was near at hand, I was a friend of the family. He unfortunately took 
the view that this could not be attended to in our town. I did not object 
to her going to Kansas City when I found the husband wanted her to 
go to this surgeon. I told him I would go:if he would pay me for my 
time. When I got there the doctor took me in a taxicab to the hospital, 
sent the patient in the ambulance, and on the way he felt me out to see 
if I wanted a fee. When 1 got into the hospital he treated me just as 
Dr. Myers said the great physician treated the little man. When it came 
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to taking the plate off he came down to our town and left the impressicn 
that 1 could not have done it. 

1 had another case of a man who was rated at over a million. He 
wanted to go to St. Louis and he wanted me to go with him. He paid 
me fifty dollars for going with him. When | told them | did not want 
a division of the fee it astonished them. It is just commercialism. It is 
not only in Oklahoma but every state in the Union. The surgeons of to- 
day of any standing that do not do_it are going to lose a certain per 
cent of their clientele. We are up against this proposition and must find 
scme way out of it. 

Dr. F. H. Clark, El] Reno: It is a qnestion that affects the vital in- 
terest of the profession, and there is not a man but what has had the 
Same experiences as these men who have spoken. I have been in the 
same position as Dr. Berry and lost the patients. Some demand the split- 
ting of the fee. | grant you that the surgeon has been to blame in a 
great measure. I recall very well when in Kansas City some fourteen 
years ago that when a man begun to offer cases to you, it was understood 
that they expected something for the benefit of their influence, and that 
has grown steadily. I only desire to ask: How can we correct this evil? 
In Minnesota today a man who gives or receives a fee is dismissed from 
the county and state societies, and simce Minnesota has taken that stand 
it has not had half the difficulty it had before. Missouri has been men- 
tioned as doing the same. Those giving or receiving a fee should be re- 
moved from the county association and the state association. The family 
physician has not been paid all he should be paid. I believe the solution 
Dr. Myers has given is a just and sane solution. If the family de 
sires you to collect a fee, collect a fair fee. We must put a penalty on 
them, and until we do it there is not a man but what has a physician in 


a neighboring city who will take his case. 


Dr. L. H. Huffman, Hobart: | have enjoyed the paper of Dr. Myers 
very much, and the question of running a hospital is very perplexing. 
Now, there is no question but what the surgeon is to blame, because there 
could be no fee-splitting unless the surgeon does it. I think we should 
work among the surgeons. 


Dr. J. F. Kuhn, Oklahoma City: I want to say that the solution of- 
fered by Dr. Myers and the one I follow has been suggested to me by 
one of the counties of the state—that the editors of our local newspapers 
be asked to write an editorial, perhaps to be corrected by the county 
medical society, but at least to make this come under the head of an edi- 
torial in a newspaper. Publicity is the only thing that will stop this evil. 
It may not correct the evils if they are committed in the dark, but by 
giving it this publicity I believe we will come nearer the solution of this 
problem. 


Dr. Horace Reed, Oklahoma City: Just as far as a pendulum swings 


in one direction it is bound to swing in the other direction. Early in my 
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experience in surgery | was told that all the towns divided fees. In fact, 
every one did it. Being young and somewhat innocent, I did it. Soun 
I saw the evils of it. Now I have gotten to that point where 1 would not 
go so far as Dr. Myers says. 1 would not collect fees. Now I limit my- 
self ts surgery and I do not come in contact with the general practitioner. 
I only want to do what the general practitioner caunot do and is rot 
prepared io do, and | want to charge my fee for it. I! like to do work 
for a big man—a man who thinks something of himself, a man who likes 
to charge what they think their service is worth. I do not think any man 
should huwwiliate himself to ask money. Never yet have i aceepted one 
eent, or checks offered me, and I thank my stars that I never have. 


Dr. J. M. McComas, Elk City: From the time of Judas down to the 
present I believe we have found men in all ranks who were willing to Le- 
trav confidences for money. | think where the man journeyed thirty 
miles he should have given the man the whole fee and cured the chill. 


Dr. F. P. Davis, Enid: I do not know very much about surgery or 
fees, for I never get fees, but I have jearned a great deal in that way. 
The fee-splitting question is very easy to solve for the reason that you 
ean revoke their license. If you take the license away it takes away 
the fee-splitting. I mention a little instance where, a few days ago, a 
physician agreed to take a case for $50. He called up another man about 
it, then called up the party and said he would do it for nothing if they 
would pay the hospital fee. This man called up another man and told 
him and he told the party he would pay the fees. Too many surgeons 
in this state are men who were total failures in any other place, and if a 
man falls down and stubs his toe the first physician that gets to him will 
rush off and have an operation for appendicitis before night and get his 
fee. 


Dr. Walker: I think this is drawing out to be pretty long. It is a 
condition that we always have with us. We have it with us in every state 
of the coutnry. It is a matter of education. It is just like getting liquor 
out of the state of Oklahoma or some other state. When you get them 
educated as to the effects on the human system then you have results. 
Whenever we get the doctors to realize the dangers in fee-splitting, then 
you can get at the dangers of this fee-splitting. We have a county medi- 
eal society in our county. Every legitimate man in that county belongs 
to that society. We have them where we can manage them. If you do 
not have them where you can manage them in your county then you have 
some man who splits fees. They live right below Shawnee and go to 
Sherman, Texas. We passed that resolution in that county and they 
know it would not do. As long as the big cities like Oklahoma City, Mus- 
kogee and Tulsa have those fellows who are doing unethical business, 
it is sure to be done. That is the condition that exists. I know men in 
the cities and I know men who are sending their cases. Ask the doctors 
in our county what per cent we give them. 
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Dr. Williams: I wish to take the side of the general practitioner. I 
did not hear Dr. Myer’s paper but know it was good. Now I have been 
in the general practice for some time and | will not say whether or not 
I have had some one split fees, but I will say this, that as the general 
practitioner does not receive fees it is the fault of the surgeon and not the 
general practitioner, and if we would revoke the licens@ of these men who 
split fees it would not be long until this evil would be abated. I wish to 
say that this is one of the best sections 1 have seen on surgery for many 
years and I would suggest that if you educate us then it would be prob- 
able that there would be more surgeons in the next session than this year. 


Chairman: Dr. Myers, will you close your paper? 


Dr. Myers: You know what the small boy said when he went to the 
circus and saw the animals: ‘‘Some one stirred up the animals.’’ That 
man does not practice surgery like 1 do in the sticks. I do not have a hos- 
pital and we are not big enough to start one and have them sent to us. 
Mrs. Jones is taken sick; they do not have the money, but can get $200 
at the bank. We cannot do it there and it has to go to the hospital. There 
is not a nurse we can get to go with the case. They would charge you 
$25 for going. As a consequence this doctor has got to go with that 
ease. Is there any reason why he should not have the money for that 
ease the same as if he went to that house and stayed with that case? 
He is entitled to that amount and I still contend that it is a reasonable 
amount for the doctor and he should have it. When I go to a man’s 
town and take a nurse with me I have to have two men. Is there any 
reason why I should not pay them? I do not see any reason why I should 
not give the twenty-five dollars for assistance as well as you would for 
the operation. Now some of you doctors have been just a little bit rabid. 
Dr. Walker spoke about having the Pottawatomie county medical society 
with him to prove his assertion. I do not know whether he meant I 
could not do so. There are several men here today from my county who 
could testify. Dr. Williams said the surgeon was to blame. He did not 
hear my paper. 





PROGRESSIVE PERNICIOUS ANAEMIA. 
Lea A. Riely, Oklahoma City, Oklahoma. 

Progressive pernicious anaemia is the term usually applied to that 
severe and rare form of anaemias first described by Biermer in 1868, It 
is a disease of the blood characterized by a faulty production (hemogene- 
sis) and a progressive destruction (hemolysis) of the red corpuscles. In 
addition there are advancing anaemia, apparent preservation of superficial 
fat, a lemon-yellow color of the skin, retinal hemorrhages and a tendency 
to the development of sclerosis of the spinal cord. The marrow of the long 
bones shows red patches throughout. The fat is of a yellow color and the 
muscles are a peculiar bright red. All the viscera are poor in blood, pale 
and at times shriveled. The liver may give a reaction for iron (Siderosis}. 
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I am more inclined to think of this disease not as a distinct idiopathic 
clinical entity, but merely a grave form of secondary anaemia which may 
result from any one of the most severe causes, because we are able to 
find the same blood picture and other pathology in connection with can- 
eer of the stomach, bothriocephalus and other intestinal parasitic intoxi- 
cation following certain severe hemorrhages and pregnancy, also inter- 
current with syphilis and tuberculosis, and where it apparently resulted 
from an extensive atrophy of the coats of the stomach and intestines, as- 
sociated in some instances with weil-marked lesions of the sympathetic 
plexus. There are those who believe in specitic progressive primary 
anaemia in which severe anaemia appears without any assignable cause 
and without any other primary organic affection, and in most all cases 
advances steadily to death. Perhaps we have to deal with a purely endo- 
genous disturbance of the blood life or with anomolies of the internal 
secretion of cell life somewhat like the continued muscle waste that occurs 
in progressive muscular atrophy. There are quite a few cases of this 
kind whch come to autopsy, and it must be confessed that we have about 
as little definite information of this disease as about the etiology of 
chlorosis. The cases run no definite course and the most critical study of 
them shows no evidence of any acute infective agent. The course is char- 
acterized by a series of exacerbations and mitigations of symptoms called 
erises, in which during certain periods of time the blood picture and clin- 
ical finding got better and worse. The longest intervention of good health 
between crises is reported by Cabot as five years and the largest number 
of crises is supposed to be five, while the case may terminate fatally as 
the result of one crisis. 

My reason for taking up this subject is because I have had five of 
these interesting cases within my own practice within the last four years 
and have seen several cases demonstrated and the autopsies of two during 
the past summer. I feel that I can no better take your time than the 
narration and discussion of one case first, as follows: 

Mr. E. P. H., married, 61 years old, ranchman, 145 pounds. 

Cabot and Plumner both seem to think that our trouble is most likely 
to attack country people, especially those working around hay, than city 
people. Zurich, Switzerland, is supposed to have the greatest amount of 
this trouble around it and there the inhabitants are most all engaged in 
haying. 

Father and brother died of typhoid. Mother of complications. One 
sister died of cancer of the stomach, which may throw a suspicion on the 
diagnosis of our case, thinking he may have had a similar trouble, which 
we cannot disprove since it did not come to autopsy. Eighteen years ago 
he was operated upon for hemorrhoids. 

His previous history is negative until eight years ago, when his tobacco 
nauseated him, which continued until two years ago. While in Texas he 
noticed that he could not taste his potato. His bread and meat became 
very repellant to him. After staying in Hot Springs for several days 
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his taste returned while eating potato. Sore mouth and bad teeth, to 
which William Hunter has drawn special notice, is believed by him to be 
connected with the etiology of the disease. A diffuse hyperaesthesia af- 
fecting especially the tongue, with a bright red puffy appearance. Several 
of the patients complained of this sympton very early in the course of the 
disease before any other discomfort was felt. Another case I had began 
the symptoms with tingling in the fingers, arm and ferearm and severe 
spells of indigestion and diarrhoea. In many cases we have no symptoms 
referred to spinal disease except numbness, tingling or other abnormal 
sensations in hand and foot. 

In June following the December, he returned to Hot Springs because 
of loss of taste and sudden weakness, when he was treated for intestinal 
trouble and jaundice. On going home he was sent to Mayo’s for an opera- 
tion for gall stones, owing to his color and slight pain in side. Now this 
same symptom of pain and jaundice was present in another case of mine 
and came near to an operation for biliary trouble on account of it. 

The Mayos kept him under observation for three weeks and said blood 
examination revealed pernicious anaemia and that he would live only a 
few months. He then went to Battle Creek, where from August Ist to 
December 15th his red blood corpuscles went from 35 to 84 per cent and 
he was feeling well and strong and that lemon-yellow color gave way to 
a more pinkish hue. 

March Ist he began to get weak, so he went back to Battle Creek, 
where they put him in a chair in absolute rest, but blood went down from 
34 to 30 per cent and then 25 per cent, but in three weeks strength came 
back suddenly and by May 25th blood came back to 77 per cent. He went 
home feeling strong and well again and rode twenty-five to fifty miles per 
day for five weeks attending his cattle. He went back to Battle Creek 
with 38 per cent red blood corpuscles and built up in ninety days to 53 
per cent and left, still weak, for Oklahoma City. I found his pulse large 
but soft and compressible, 90 beats per minute, blood tension 110 (Jane- 
way). Heart slightly dilated but no murmurs, carotids throbbed, no cap- 
illary pulse, tinnitus aurium. Dyspnoea on exertion and extreme weakness 
of legs were most noticeable symptoms. A very interesting and charac- 
teristic condition of the skin was its absence of perspiration, but dry and 
oily feel. Several small petechial hemorrhages under skin and quite a 
few within the mucous membrane of the mouth. Skin in one case I saw 
was bronzed and sunburnt looking, possibly due to arsenic he was taking. 

In spite of the severe anaemia the subcutaneous fat preserved the 
usual rotundity. Voracious appetite, giving way later to anorexia. No 
nausea, no Hel. in stomach contents, obstinate constipation, nothing ab- 
normal about repeated gross and microscopical examination of feces, liver 
slightly smaller, spleen normal, urine normal in quality and quantity ex- 
cept for indican and urobilin due to blood destruction, slight edema of 
ankles which varied from time to time until death. Temperature normal 
but varied from 98 3-5 to 103 during the severest part of the crisis. The 
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fever is probably a ferment intoxication from the destruction of red cor- 
puscles. Tenderness over sternum and tibias and vague pains in the legs 
Patella tendon reflexes gone, pupils react normally to light. No glandulur 
enlargement. 

Cabot says that curiously enough the oxygen exchange which we 
should suppose would be greatly diminished is actually increased in some 
cases and is rarely below normal. 

When these crises supervene it is usually impossible to trace any 
cause for them. They are generally resistant to any form of treatment 
and seem to run a self-limited course, leaving the patient exhausted. They 
are often very severe and in one of these cases the patient lay with tew- 
perature 102 to 103, dry tongue, unconsciousness, involuntary urinary and 
fecal evacuations, red blood count 790,000 and most profound weakness, 
when he suddenly began to improve and in seven days his blood count 
doubled and his other bad symptoms were relieved. During this time the 
megaloblasts, or large. nucleated reds, disappeared from the blood and 
white ceils remained unchanged. In most cases the number of the megalo- 
blasts increases as the symptoms are aggravated and diminishes in the 
remission of the disease. 

In Cabot’s cases 150 of 715 did not consult a doctor until count reached 
below 1,000,000. Some patients die with comparatively slight reduction of 
corpuscles, while others are able to do hard work despite a much greater 
impoverishment of blood, so it is not the anaemia that is pernicious. 

Quincke’s oft quoted case still holds the record of 143,000 per ec. m. 
There is no other disease in temperate climates which often reduces the 
blood corpuscles 2,000,000, while in tropical countries intense anaemias 
due to malaria, hookworm and other affections, are quite common. 

An examination of our patient’s blood reveals the following: Haemo 
globin 60 per cent; color index 2; erythrocytes 1,533,000, or 30 per cent; 
polymorphs 76 per cent; lymphocytes, small 21; lymphocytes, large 1; 
eosinphile 1; marked poikilocytosis; 4 nucleated reds; 1 megalocyte. 

In pricking the ear for our specimen, it seemed like the blood was 
scarce, and when a drop did come out it seemed to have no cohesive 
power to the skin, but dropped off immediately and when it was collected 
on a bibulous paper it seemed to have a watery, colorless ring around the 
red center. 

The clotting power in this case was norma] though very slow in many 
cases. Had been a few hemorrhages from bowel in this case, but not 
more than one ounce of blood. A peculiar feature of the blood was the 
lack of cells forming in roleaux and the great difference of the size and 
shape of the cells and coloring properties of the haemoglobin within, 
called polychromatiphilia. The blood is pale like a light claret and the 
corpuscles usually fill the drop and do not present the symptoms of a 
hydraemic blood. ; 

For the purpose of increasing the area of blood formation in the 
eourse of anaemia, the yellow bone marrow changes into red in various 
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portions of the bony framework of the body. This process, however, is in- 
sufficient in pernicious forms of anaemia; in fact, in some cases the change 
into red bone-marrow is entirely exhausted. Such cases of severe per- 
nicious anaemia have lately been described by the name of the aplastic 
(Ehrlick) form. As the nonnucleated reds which are destroyed are now 
replaced by new ones, their number must diminish greatly, but also nucleus 
containing reds must be absent in the blood as new ones are not formed 
in sufficient amounts. Nucleated red corpuscles are of two types: (1) 
Normoblasts and (2) megaloblasts. Ehrlick describes the normoblasts as 
red cells of normal size which contain qa small nucleus which stains in- 
tensely and is identified especially with cases of secondary anaemia, while 
on the other hand megaloblasts are much larger than normal and posses- 
sing a very large, pale stained nucleus and is characteristic of the foetal 
type of blood formation, so it points to an earlier and less fruitful type 
of blood formation. These megaloblasts are typical of pernicious anaemia 
and are more common in the blood than the normablasts. It may take 
continued search, but you will eventually find them. Ehrlick describes a 
ease of fatal post-hemorrhagic anaemia in which he could find no nucleated 
corpuscles. Autopsy showed that no regenerative effort has been put 
forth by the bone-marrew. There was no transformation of yellow marrow 
into red (lymphoid) marrow, such as is almost invariably the case after 
traumatic or experimental hemorrhage. The presence of nucleated red 
corpuscles usually indicates an appeal to the marrow for more corpuscles 
and hurried and faulty production on account of increased demand. 


The white cells show various conditions according to the form and se- 
verity of the anaemia. In severe pernicious anaemia they are generally 
diminished, while in secondary anaemia increased. There is a decided per- 
centile increase of the leucocytes in pernicious anaemia compared with the 
polynuclears, so that the proportion of both varieties of leucocytes (normal 
3 to 1) may be one to one or even may be still further attended in dis- 
paragement of the polynuclears. This fact is of great importance in a 
diagnostic respect, as in doubtful cases it facilitates the recognition of 
pernicious anaemia in general and especially the differential diagnosis 
accompanied with atony of the mucous membrane of the stomach and in- 
sufficiency of the gastric juice secretion and the anaemia dependent upon 
gastric carcinoma 

Post Mortem Findings: Anaemia of all the organs and the hemor- 
rhages from the capillaries that are always present, though they vary in 
amount and localization. Siderosis is always found, i. e., an abnormally 
increased amount of iron in the internal organs, especially in the liver, 
spleen, bone-marrow and lymph glands. This increase of iron is proof 
of the increased destruction of red corpuscles. 


Fatty degenerations are found quite often in the muscles of the ex- 
tremities, of the trunk and conspicuously of the eye. A fatty degeneration 
of the heart muscle is quite marked. The fatty degeneration of the arte- 
rioles and capillaries is interesting because it occasions hemorrhages in the 
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internal organs. These clots organize and remain as pigmented mem- 
branous spots in the meninges. In the brain itself the site of the hem- 
orrhage is marked by a collection of pigment with vacuolization, edema and 
diminished affinity for carmine stains. Practically all spinal cords show 
lesions on sectioning while not giving evidence in a clinical way. The re- 
gions of the cord especially affected are the cervical and dorsal, decreas- 
ing progressively in intensity the lower down you go. The favorite seat 
of the trouble is in the Goll and Burdach columns, The disease may be 
confined to this locality and it is always more severe than elsewhere. 


The great majority of writers on the subject agree in considering 
the lesions as a manifestation of toxaemia, therefore similar to the lesions 
found in diphtheria, pellagra, ergotism and diabetes. 


The whole gastro-intestinal tract shews a thinness, smoothness znd 
transparency. At times this is seen only in the stomach. In other cases 
the wall of the stomach is tough and opaque from interstitial hyperplasia. 


Microscopically we may find: (a) fatty degeneration of secreting 
tubules; (b) complete destruction of epithelium with reactive hyperplasia 
of interstitial tissue; (¢c) the whole glandular mucosa may be gone, leaving 
only a lining membrane of flattened epithelium and reducing the thickness 
of the wall to ore millimeter; (d) overgrowth of connective tissue in 
mucosa and submucosa, especially the latter. Its vessels may be thickened 
and tubules are compressed and distorted as in ordinary interstitial gas- 
tritis; (e) degeneration of motor nerves of the intestines and of its muscu- 
lar layer. All the changes have been observed in diseases which have run 
their course without extreme anaemia, e. g.. mammary cancer, chronic lead 
poisoning. 


DISCUSSION. 


Dr. Rucks, Guthrie: I had a case along the line of the Doctor’s 
paper. The case was called té Oklahoma City with a letter asking for a 
differential diagnosis. He got in the hands of a chiropractic and was 
there ten days. I went down to see him at the request of his son and found 
him in a very anemic condition. I found his blood in a very low condi- 
tion and with an enlarged liver. I had no hesitancy in diagnosing it 
pernicious anaemia. The patient is a farmer. There are many things the 
doctor brought out that are of interest to me. 

Dr. White: This is a very excelleut paper and a very pertinent .sub 
ject. I agree with the doctor partly. The classification of most diseases 
to a great extent is not right. It is only a little while since we referred 
to dropsy as a disease, and now we know that it is a manifestation of 
one or more different conditions, and that it is simply a manifestation. 
As to the cause of pernicious anemia, if we consider it a disease, | cannut 
but believe that it is a toxemia or a result of toxemia. I do not know 
that I can add anything to the paper. As to the interval between the at- 
tacks, I have in mind a case whose symptoms disappeared eleven years 
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ago and have not returned since. It extended over a period of three or 
four years. The patient was seen by a good many doctors; never had any 
malaria and it has never returned. 

Dr. Moorman, Oklahoma City: I want to express my appreciation of 
the doctor’s paper. I am interested in this subject at present. 1 have 
been recently observing a case of pernicious anemia. The patient or the 
subject, a woman, looks like she has the jaundice; a sort of a lemon dis- 
coloration of the skin. One thing that | have not heard mentioned is the 
tact that in this case they complain of almost a constant throbbing of the 
head, especially when the patient is indoors. This is relieved when she is 


earried outdoors. 


Dr. Hume: 


ease of this kind. This patient had a very sore mouth. She complained 
more about that 
very much prostrated and very weak, while she did not seem to suffer 
much. Her color was a lemon color, and under her eyes and about her 
nose she had a place on her face that was almost green. I just wanted 


to speak of this. 


weakness attending the case. After some months the woman proceeded 
to recover and moved out of my field of vision, and I knew nothing more 


of her. 


Dr. Riley: 


cussion. I believe there are many cases of pernicious anaemia that we do 
not notice, and | believe there are many cases of secondary anaemia that 
we do not call secondary anaemia. The cases it has been my fortune to 
see have been, with two exceptions, males. One was a woman that was 
beyond fifty; had a tape worm when twenty. The worm was eradicated 
and she had digestive disturbances for twenty years, and then she had 


this anaemia. 





Many years ago | was associated in the treatment of a 


and about her weakness than anything else. She was 


She spoke of the sore mouth and the color and the great 


1 am certainly very thankful to the section for the dis 
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Reprints of original articles will be supplied at actual cost, provided request for 
them is attached to manuscript or made in sufficient time before publication. 

Articles sent this Journal for publication and all those read at the annual meet- 


ings of the State Association are the sole property of this Journal The Journal 
relies on each individual contributor'’s strict adherence to this well-known rule of 
medical journalism. In the event an article sent this Journal for publication is 


published before appearance in the Jouranl, the manuscript will be returned to the 
writer. 

Failure to receive the Journal should call for immediate notification of the editor, 
507 Barnes Building... Muskogee, Okla. 

Local news of possible interest to the medical profession, notes on removals, 
changes in address, deaths and weddings will be gratefully received 

Advertising of articles, drugs or compounds not approved by the Council on 
Pharmacy of the A. M. A. will not be accepted. 

Advertising rates will be supplied on application Tt is suggested that wherever 
possible members of the State Association should patronize our advertisers in prefer- 
ence to others as a matter of fair reciprocity. 





EDITORIAL 


THE IMMUNIZATION OF THE TUBERCULAR. 


Dr. Von Ruck and his assistants, in his research laboratory, in Ashe- 











ville, N. C., not long since presented to the medical profession their de- 
velopments in a very important phase of the protection of children and 
infants from tubercular infection. 

Dr. Von Ruck premises that the greatest obstacle to the control of tu- 
berculosis and the prevention of its spread is the fact that it is well de- 
veloped before it is recognized; he asserts that many of the vaccines and 
serums used in rabies, typhoid, cholera and similar diseases are principal- 
ly preventative in character and action and do not avail after the estab- 
lishment of an acute process, and he assumes that in order to gain head- 
way among the tubercular that its early recognization or treatment before 
inception, must be the order of the day. 

In May, 1912, Dr. Von Ruck reported in a paper before the Chicago 
Medical Society, the result of seven hundred vaccinations on children and 
adults. He makes the positive assertion that in all cases the vaccine used 
induced bacteriolytic power to the blood of vaccinated persons. The con- 
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clusion of Dr. Von Ruck in this matter has been attacked on the one hand 
and upheld on the other and it seems that a sufficient time has not elapsed 
for the general practitioner to judge. 

Almost co-incidentally, Dr. C. A. Julian reported to the North Carolina 
Academy of Science that he had vaccinated 393 children at the Baptist 
Orphanage in Thomasville, N. C. Dr. Julian finds that in the non-tubereu- 
lar, there is no reaction from its use and that the reaction among the 
tubercular is very slight indeed, and that in no case does the vaccinated 
subject suffer any ill effects. 

In the tubercular subject, the reaction varies somewhat with the in- 
dividual’s characteristics, but he considers that a reaction in such cases is 
diagnostic of the infection. His table shows that all such cases were fol- 
lowed by rapid improvement in the color, skin condition, weight and mental 
condition; that the improvements were so marked as to attract the atten- 
tion of all the observers. An elaborate system of body weight was kept 
in 109 cases for a period of fourteen months after vaccination. It was 
noted that the positively tubercular child gained twenty pounds, the prob- 
ably tubercular 13.10 pounds, and the normal 8.8 pounds in fourteen 
months. 

It is probable that the result of these investigations and this report 
will be far reaching beyond the conception of any of us. It is said by 
many to be the most advanced step ever made in the control of tubercu- 
losis. 


COMPULSORY INTERNESHIP. 

The Council on Medical Education of the American Medical Associa- 
tion, among other reforms recently demanded, have suggested that one of 
the requirements of graduation should be that of compulsory interneship 
for at least one year in a hospital. Their figures indicate that among the 
better class of schools graduating about 700 men recently, and inquired 
into lately, 70 per cent secured and filled interneships and that provision 
should be made for the remaining minority. 

There is no question in the minds of those conversant with conditions 
that the recent graduate is badly handicapped by lack of practical train- 
ing in clinical technique and that the nature of his years of study has ren- 
dered him more of a theorist than a practitioner and that his mind often 
exaggerates the lesser affairs and minimizes the greater to the detriment 
of his work. Practical hospital work for a time would greatly overcome 
this and would give the beginner such confidence and poise for his life 
work that the time spent would be one of the best investments possible 
for every one. 


PROTECTING THE COAL MINER’S HEALTH 


By a very heavy majority the voters of the State have repealed a 


provision of law enacted by the last legislature which prohibited the 
‘‘shooting off the solid’’ of coal in mines. The operators, in seeking the 
legislation, alleged that the process prohibited was very destructive to tha 
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coal cnd produced an inferior grade; the miners alleged in their printed 
argument to the people, aside from charges that the law had the effer. 
of further creating and aiding an existing monopoly in the coal wusiness 
of the state, that the existing demands of the law were very harsh to the 
miners, that the undercutting demanded by its terms caused the miner to 
have to lie on his side in the mud and water in many instances, that the 
veins of coal pitched at such acute angles and were given to slides 30 
much that the lives of the men were imperiled. Generally the sympathy 
of the individual voter was. with the miner in his contentions and there 
seemed to be a disposition to repeal the law more on account of the dam- 
age its enforcement might do his health than for any other reasop 





THE JOURNAL OF CLINICAL MEDICINE AND LANPHEAR. 

Readers of the Journal will recall that Dr. F. R. Wheeler of Manford 
had a communication in the June Journal concerning the Journal of Clin- 
ical Medicine and the supposed connection of Dr. Emory Lanphear of 5t. 
Louis with Clinical Medicine. A letter from Dr. W. C. Abbott, editor of 
Clinical Medicine, states that for some time Dr. Lanphear has not been 
connected with Clinical Medicine and that they should not be held respon 
sible for the acts of Dr. Lanphear 

We take pleasure in calling the attention of Oklahoma members of 
the medical profession to this phase of the matter. Dr. Wheeler wrote his 
letter in good faith, with no desire to injure the Journal of Clinical Medi- 
cine, but rather to voice the sentiments of the general practitioner on fee 
splitting, of which Dr. Lanphear seems to have gone all comers ‘‘one bet- 
ter,” and the illusion in the letter to Clinical Medicine was due to the 
former connection of Dr. Lanphear with that publication, which in no way 
should be held responsible for his acts. 





THE SOUTHERN MEDICAL ASSOCIATION. 

One of the rapidly growing independent medical organizations of this 
country is the Southern Medical Association, which has lately through its 
representatives visited Oklahoma and enrolled a large number of Oklaho- 
ma physicians as members. This organization is to be congratulated on 
its decided stand for right on many of the fundamental principles of 
both medical organization and medical journalism, noteworthy among which 
is the positive requirement that no member be accepted or enrolled as such 
without verification of his membership in his state association and his re- 
maining in that category. In the official journal of the organization, The 
Southern Medical Journal, will be found no advertisements nauseating to 
the medical eye, no space filled by matter which is refused admission to 
ethical medical publications as a general rule. One of the cardinal re- 
quirements in this respect is not to accept any advertisement not accepta- 
ble to the Council on Pharmacy and Chemistry of the American Medical 
Association and this requirement is adhered to both in practice and spirit. 
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High priced medical publicatieons of metropolitan centers, carrying at 
their masthead medical names well known over the land, may well take a 
lesson from this stand of the Southern Medical Association, and perform- 
ing the functions they should perform eliminate from their pages the mat- 
ter of the notorious fraudulent advertiser or nostrum of quackery. So long 
as they are given space in respectable medical publications, their accept- 
ance will be continued by the less influential and less discriminating pub- 
lication and the physician easily influenced will continue to lend support 
to that which should be heartily condemned. 

Witherspoon of Nashville, Dyer of New Orleans, Dowling of Louisiana 
and the South and West at large and Searle Harris of Mobile are to be 
congratulated on this splendid organization and publication and their stand 
for decency on one hand and opposition to commercialism in medicines on 
the other. 





GENERAL NEWS 


Dr. C. V. Tisdall of Hammon, Okla., has removed to Elk City and 
formed a partnership with Dr. Tedrowe. They will operate the Frances 
Hospital. 


Dr. D. D. Weiser of Alden has located in Apache. 


Dr. L. C. Kuykendall of Atoka has removed to McAlester and formed 
a partnership with Dr. Hartshorne. 











Dr. J. A. Gregoire, for many years located in Cheyenne and Guymon, 
has moved to Hoisington, Kan. 

Dr. Roscoe Walker, a son of Dr. Harry Walker, one of the oldest phy- 
sicians in Oklahoma City, recently completed a two years’ interneship in 
the New York Postgraduate and has returned to his home. 

Dr. M. A. Houser of Tulsa has returned from an extended stay with 
the Mayo’s in Rochester. 

Dr. J. R. Hamil of Guthrie has sold his property in that place and 
is now living in Kansas City. 

Dr. Leila E. Andrews and Miss Andrews of Oklahoma City have re- 
turned from a visit to their home in Indiana and the lakes. 

Dr. D. D. Howell, Nowata, and Mrs. Howell recently returned from 
Chicago where the doctor attended the Postgraduate. 

Dr. L. L. Bunker of Laverne had the misfortune to lose his home by 
fire recently. 

Dr. Oliver Bagby of Vinita, with a number of friends and relatives, is 
spending the summer in Colorado. 

Dr. C. M. Bloss of Okemah has been attending the Chicago Postgrad- 
uate. 
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Dr. C. M. Morgan of Chandler and his bride have returned from Col- 
orado, where they spent their honeymoon. 


Dr. W. T. Howell of Duncan spent a part of August in Colorado 
Springs. 

Dr. A. B. Chase, Oklahoma City, made an automobile trip to Denver, 
where he will attend the Knight Templar Conclave. 


Dr. Thos. M. Berry of Hominy is in Chicago attending a meeting of 
the Federal Life Insurance Club. 

Dr. N. H. Lindsay of Pauls Valley reports three cases of pellagra in 
Garvin County. 


Dr. B. W. Freer of Nowata has moved to Fort Smith, Arkansas. 
Drs, F. B. Fite and J. L. Blakemore will soon leave for New York, 


where they will do some postgraduate work. 


The Nowata County Medical Society, holding its monthly meeting the 
first Thursday evening of each month, was recently given a rare treat by 
the president, Dr. Wm. Narin, in a paper on some instances’in his thirty- 
six years of practice. 

Dr. A. M. Thornell, a massuer, who, it is said, was recently convicted 
of practicing medicine illegally in Childress, Texas, has removed to Fred- 
erick, Oklahoma, for the purpose of establishing himself in that place. 


Dr. V. Berry of Okmulgee and Oliver Bagby of Vinita have been ap- 
pointed on the board of trustees of the Vinita Hospital for the Insane. 
Dr. Berry is the new member and Dr. Bagby succeeds himself on the board. 


Dr. J. B. Murphy, health officer of Payne county, has established a 
philanthropic record in a new manner. He recently waged war on cats in 
his city, offering twenty-five cents for each dead feline. The offer was a 


success, the first day netting a crop of twenty-five. 


Dr. C. E. Frost, health officer of Stephens county, recently entered the 
daily press for the purpose of calling attention of the people to the ex- 
istence of infantile paralysis and the means on its prevention. He espec- 
ially called attention to the habitat of the fly and warned the people against 
it as the cause and asked every one to co-operate in the prevention of the 
disease. 

Drs. W. B. Crudington and G. L. Lanius were recently arrested in Du- 
rant for violation of the statutes in that they were practicing medicine 
without license. After giving bond in the sum of $500 they returned to 
Denison, Texas, not completing the three days’ trip of ‘‘great benefit to 
the citizens of Durant.’’ A constable of exceptional good health decoyed 
the ‘‘doctors’’ successfully. Calling on them, his case is said 1. have been 
pronounced most serious requiring $39.65 for medicines and treatment. The 
doctors were given an opportunity to spend some of their easy money with 
the lega! fraternity of Bryan county. 
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The physicians of Roger Mills county organized a medical society on 
July 15th. J. P. Miller, Cheyenne, president; Dr. White, Durham, vice 
president; V. V. Grant, Roll, secretary; Dr. Wallace, Cheyenne, treasurer. 

Alfalfa County Medical Society held a meeting at Goltry July 2nd. 
A symposium on ‘‘gastro-intestinal diseases of children’’ was had and gen- 
erally participated in by the members present. Drs. Rhodes and Kiebler 
entertained the visitors and their wives. The next meeting will be held at 


Lambert, September 3rd. 





NEW BOOKS. 

Laboratory Methods, with Special Reference to the Needs of the General Practi- 
tioner. C. V. Mosby Company Cloth $2.50. This little volume comes as a decided 
boon to the man with but little time for laboratory work. The type is remarkably 
clear and readable and while the various divisions and subdivisions are so arranged 
to give the worker the information he desires in the shortest possible time of study. 
The scope covered is fairly large yet is so briefly and concisely arranged that there 
is no waste space or tiresome details. 

This book should prove of decided interest to the physician who is already doing 
work in this field and should be a spur to those who have neglected this important 
branch of diagnosis. 


W anrep— Nurses to take training in 3-year course. School acceptable to Okla- 
homa State Board. Pay $5 per month first year, $7.50 per month second year, $10 
per month third year. For particulars and prospectus, address Superintendent of 
Nurses, E] Reno Sanitarium, El] Reno, Oklahoma. 











OFFICERS DIRECTORY, OKLAHOMA STATE MEDICAL ASSOCIATION 





President—J. M. Byrum, Shawnee. 

First Vice President—J. T. Slover, Sulphur. 
Second Vice President—D. Long, Duncan. 

Third Vice President—J. H. Barnes, Enid. 
Secretary—Claude A. Thompson, Muskogee. 


* 


Delegates to A. M. A.-— 
J. Hutchings White, Muskogee, 1913-14. 
W. E. Wright, Tulsa, 1914-15. 


CHAIRMEN OF SCIENTIFIC SECTIONS. 
Surgery—Horace Reed, Oklahoma City. 
Pediatrics—E. Forrest Hayden, Tulsa. 
Eye, Ear, Nose and Throat—-W. A. Cook, Tulsa. 
General Medicine, Mental and Nervous Diseases— 


Gynecology and Obstetrics—D. L. Garrett, Altus. 


LEGISLATIVE COMMITTEE. 
J. Q. Newell, Oklahoma City, 1913-14. 
C. R. Day, Security Building, Oklahoma City, 1913. 


John W. Duke, Guthrie, Oklahoma, 1913-14-15. 


NECROLOGY COMMITTEE. 
J. B. Smith, Durant, for three years, 1912-13-14. 
A. D. Young, Oklahoma City, for two years, 1912-13. 


Geo. A. Boyle, Enid, for one year, 1912. 
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STATE BOARD OF MEDICAL EXAMINERS. 


President—Francis B. Fite, Muskogee. 
Vice President—E. Ellis Sawyer, Durant. 


Secretary—John W. Duke, Guthrie. 


Frank Englehart, Oklahoma City; LeRoy Long, McAlester; Phillip F. 


Herod, Alva; W. LeRoy Bonnell, Chickasha; James O. Wharton, Duncan; 


Melvin Gray, Chickasha. 








Next Meeting 


Address all communications to the Secretary, Dr. J. 








WHY FEAR RABIES? 








PASTEUR TREATMENT FOR THE 
PREVENTION OF RABIES 


Produced under United States Federal License No. 42. 








1,000 CASES TREATED BY THIS LABORATORY WITH NO FATALITY— 
THIS RECORD SPEAKS FOK ITSELF. 
Treatments are mailed to physicians daily by special delivery mail, so that 
the treatment can be administered at home. 
Our Anti-Rabic Virus is ground fresh every day. 
Our central location and admirable railroad facilities afford us the great 


advantage of reaching a large territory in a very short time 
This is the secret of our successful Anti-Rabic treatment. 


FULL COURSE 21 TREATMENTS WITH SYRINGES READY FOR USE 
SENT BY SPECIAL DELIVERY MAIL. PRICE $50.00. 


TETANUS ANTITOXIN 
BEWARE OF TETANUS ABOUT THE 4TH OF JULY! 


This dreaded disease has been most prevalent after 4th of July celebra- 
tions, complicating gun shot wounds, even though very trivial 


BETANUS ONCE DEVELOPED USUALLY KILLS. 








THE MOST IMPORTANT USE OF TETANUS ANTITOXIN IS FOR IT38 
PROPHYLACTIC IMMUNIZING PROPERTIES IT HAS BEEN EXTENSIVELY 
USED FOR THIS PURPOSE IN MANY THOUSANDS OF CASES ALL OVER THE 
WORLD, AND IT IS NOW RECOGNIZED AS ONE OF OUR MOST VALUABLE 
AGENTS. 

The antitoxin should be used in doses of 1,500 unit« early after the occur- 
rence of any wound where infection with tetanus bacilli is feared, especially 
after blank cartridge wounds and deep wounds of the feet and hands. 

The S-H-A Tetanus Antitoxin, stmmal] in bulk, high in antitoxic units and 
low in solids, distributed in our patent, all-ready-assembled syringe, offers an 
ideal combination. 

OUR BACTERIAL VACCINES GIVE RESULTS 

Mary strains of Bacteria have been carefully selected for specificity. The 
emulsions have been carefully prepared, eliminating all extraneous influences. 

Supplied in hermetically sealed glass ampoules, the safest method of dis- 
tribution. 

Our vaccines cost 50c per dose—twice that charged by other Laboratories. 
We realize, however, that RESULTS, and NOT PRICE, must be the consideration 

Our price for Autogenous Vaccines hae been reduced to $15.00. 

REMEMBER TYPHOID VACCINE FOR PREVENTION OF TYPHOID NOW 
USED REGULARLY THROUGHOUT THE ARMIES OF THE WORLD. 


SOPHIAN-HALL-ALEXANDER LABORATORIES 


KANSAS CITY, MISSOURI 


























Kansas City Skin and Cancer Hospital 
1205 Michigan Ave., Kansas City, Mo. 
An ethical institution eminently fitted to carry out proper methods 
in the treatment of ali skin diseases. 


References: The Medical Profession of Kansas City. 


For particulars, address HALSEY M.LYLE, M. D., Superintendent 
TELEPHONE HOME, EAST 248 





DR. J. L. MELVIN DR. ELIZABETH MELVIN 


THE MELVIN SANITARIUM AND TENT COLONY 
Special Attention Given to the Diagnosis of Incipient Tuberculosis 


104 1-2 West Oklahoma Ave. Sanitarium one-half mile South of the City 
Guthrie, Oklahoma. 





Phone 315 Office hours: 10 to 12 A. M. and 2 to 4 P. M. 


ROBERT L. HULL, A. B., M. D. 
Orthopedic Surgeon 
Practice Limited to Diseases of Bones and Joints, Malformations, 
Deformities and Skiagraphy 


432-33-34 American National Bank Bldg. Oklahoma City, Oklahoma. 


DR. JOHN W. DUKE 
Nervous and Mental Diseases. 


Sanitarium 310 North Broad. Guthrie, Okla. 


Office—Central and Prospect Avenues. 
Office Phone 1941, Residence Phone 863. 


DR. JOHN FEWKES 


Hot Springs, Arkansas. 
Ethical Attention to Referred Cases. 





ALVA A. WEST, B. Sc., M. D. 


General Surgeon 


GUTHRIE, OKLAHOMA 























Office Phone 619 
OR. E. S. LAIN 


Practice Limited To 
Skin, X-Ray and Electro-Theraphy 


Suite 707 State National Bank Building 


Oklahoma City, Okla. 











M. M. ROLAND, M. D. 
Practice Limited to Dermatology, Radiology and Electro-Therapeutics 


$11 Barnes Building Muskogee, Oklahoma 


OKLAHOMA PASTEUR INSTITUTE 
Oklahoma City, Okla. 


For The 
Preventive Treatment of Hydrophobia 


S. L. MORGAN, Director. 
411 West Reno Avenue. 


L. D. 'Phone 3311 


DR. ANTONIO D. YOUNG 
Diseases of the Mind and Nervous System 


Oklahoma City, Okla. 


State National Bank 


DR. D. D. McHENRY 
Practice Limited To Disease Of 
Eye, Ear, Nose and Throat 
Suites 301-302 Colcord Building Oklahoma City, Oklahoma 
Telephones: Office: Walnut 7058: Residence: Walnut 7305 


DR. C. J. FISHMAN 
Consultation in Internal Medicine and Clinical Diagnosis. 


719-723 State National Bank Bidg. Oklahoma City, Okla. 
Telephones: Office Wal. 1839; Res. Wal. 4409. 


PHONE: WALNUT 26256 CALLS 
LOCAL AND LONG DISTANCE PROMPTLY ANSWERED 


NURSES CENTRAL REGISTRY 


106 EAST FIFTH STREET 
CLUB HOUSE FOR OKLAHOMA OITY 
GRADUATE NURSES OKLAHOMA 





ESTABLISHED A. D. 1908 
GRADUATE NURSES CLUB AND REGISTRY 


27 West Eighth Street Teiephone Walnut 3855 
OKLAHOMA CITY, OKLA. 






HENRY S. MUNRO, M. D. 
Brandeis Theatre Building, Omaha, Nebraska 


Consultant in Psychotherapy, Psychiatry, and Neurology 





































me TULSA HOSPITAL ASSOCIATION 


Was Incorporated in 1906 


It owns, maintains and operates 
THE TULSA HOSPITAL & TRAINING SCHOOL FOR NURSES 


Sunlight and air in every room, silent signal system, modernly planned and equipped 

operating, sterilizing and dressing rooms, etc. Its private ambulance, location on the 

local and long distance telephone connections make it accessible. It is 

open to all reputable physicians, but colored patients are not received 
Capacity, forty beds. 


car line, 
equally 











TULSA HOSPITAL, West End South Fifth Street 





Patients suffering from contagious diseases, or those who are noisy or violent 
cannot be accepted. Registered nurses supplied. Telephone 70. 


MISS H. C. C. ZIEGELER, Supt. 


Graduate University of Pennsylvania Hospital Training School. 


TULSA - - - ~ 


OKLA. 








STAR RANCH IN-THE-PINES SANATORIUM 


COLORADO SPRINGS, COLORADO 
ALTITUDE 6,400 FEET 


FOR THE TREATMENT OF TUBERCULOSIS 


Situated in the heart of the pines away from the dust, smoke and 1 se of 
town and only 20 minutes ride from Colorado Springs 
The comforts and conveniences of a first-class hotel combined wit) rancl 
surroundings, pure air, fresh food stuffs, and scientific sanatoriu t atment 
Great care and time is devoted to intelligent dietetics. Compression of the lung 
in addition to tuberculin and mixed vaccines administered in suitab! ind sé ted 
cases only. All forms of tuberculosis received. 
The management of this Sanatoriura are very deeply in sympathy with the 
cheerful menta atmos- 


been victims themselves. and the 
is the pride of the Institution 
medical supervision 


consumptive, having 
phere which is maintained 
fact that it is conducted under strict 
Moderate rates. 
Address Business Manager for rates 
References El Paso County and Coloradoo State Medica! 


Business Manager, MAURICE G. WITKIND 


notwithstanding the 


literature and further particulars 
Societies 














THE ELRENO 
SANITARIUM 


A GENERAL HOSPITAL 


Established 1902 


= Having a Capacity of Forty Beds == 


Maintains an Incorporated 
Training School for Nurses 


Contagious Diseases and Violent Nervous Cases Not Received 
DR. J. A. HATCHETT, Internist; DR. T. M. ADERHOLD, Surgeon 


a 








FOR RATES AND OTHER INFORMATION ADDRESS: 


DRS. HATCHETT & ADERHOLD 


EL RENO, OKLAHOMA 




















DRS, PETTEY & WALLACE’S ai Se 
SANITARIUM TREATMENT OF 


cebu dinate ns MEMPHIS, TENN. Alcohol ani Drug Addictions 
Nervous and filental Diseases 


A quiet, home-like, private, high- 
class institution. Licensed. Strictly 
ethical. Complete equipment. New 
building. Best accommodations. 

Resident physician and trained 
nurses. 

Drug patients treated by Dr. 
Pettey’s original method under his 
personal care. 














DR. MOODY’S SANITARIUM, SAN ANTONIO, TEXAS. 





Exclusively 
for Nervous 
and Mental 
Diseases, 
Drug and 
Alcohol aéd- 
dictions, 
Strictly 
Ethical 
Treatment 
modern and 
scientific, 
inclu ding 
Hydro-ther- 
apy, Elec- 
tro-therapy, 
massage, 
etc. Well 
equipped 
pathological 
ia b oratory 
and treat- 
ment room. 


sd 





i 
two detached cottages, comprising about one hundred rooms, with 4,500 sq. ft. 
galleries, all giving ample provision for proper classification, and for the rest cure 
treatment. Rooms may be had ensuite or with private bath. All buildings sup- 
plied with steam heat, electric lights and fans, hot and cold water from city 
artesian supply. 

Elegant dining rooms, capacious basement—kitchen with dumb-waliters. Cold 
storage plant. Private dairy farm and garden in country Grounds tsolated and 
home-like comprising seven acres of beautiful lawn and shades, cement walks, play- 
grounds, green house, garden, etc. Two biocks from street cars, ten minutes to 
city, twenty minutes to all depots, two blocks from Brackenridge Park, covering 
200 acres with beautiful walks, drives and shades. Near Mahncke Park and New 
Country Club. New Army Post Grounds just across the street south with officers’ 
residences set back about one-fourth mile distant, giving a beautiful exposure with 
breeze and view unobstructed in all directions. Location and locality ideal for 
health, rest and recuperation. 


G. H. MOODY, M. D., Resident Physician. T. L. MOODY, M. D., Resident Physician. 


J. M. MecINTOSH, M. D., Resident Physician. MRS. GEORGIE LEB, Matron. 
Address G. H. MOODY, M. D., 315 Brackenridge Ave., San Antonia, Texas. 


THE MELVIN SANITARIUM:. 


FOR THE TREATMENT OF 
DISEASES: OF THE THROAT AND LUNGS 




















The best all-the-year-'round climate in 
the United States for the Treatment 
of Tuberculosis. A woman physician 
in charge of women patients. 

An up-to-date Microscopical and 
1 Chemical Laboratory in connection 


Write for terms and literature. 


DRS. MELVIN & MELVIN, 


GUTHRIE 104 |-2 Oklahoma Ave OKLAHOMA 








Dr. BURNETT'S PRIVATE SANITARIUM 


INCORPORATED) 


A PSYCHOLOGIC AND NEUROLOGIC SANITARIUM 











An Aristocratic Home for Mental and Nervous Diseases, Drug and Alcoholic Habits 


Dr. Oscar Jennings of Paris, European authority on morphinism, devotes three 
pages of his book to afirming Dr. Burnett’s treatment of the morphine habit; it means 


mental and physical upbuilding from the start, without suffering. 


Each Case Receives Dr. Burnett’s Personal Attention. 


S. GROVER BURNETT, A. M., M. D., Superintendent 
Professor Nervous Diseases, University Medical College; formerly 
Assistant Superintendent L. I. Home of New York for Mental and 


Nervous Diseases and I nebriates. 


3100 EUCLID AVENUE, KANSAS CITY, MO. 
Long Distance Phones: Bell, South 50; Home, Linwood 335. 

















